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Introduction 



by David M. Gamer, Professor of 
Psychiatry, University of Toronto 



™ The recent surge in professional 
pubhc concern about eating disorders has led to 
the^appearance of innumerable books on the topic 
Altbdii^ some of these have served a Useful pur- 
E^se^ aie sheer number ensures that many are 
redundant. In addition ti3 books for professionals, 
there has been an abundance of personal account^ 
that _have been overly simplistic an^ as I will 
raention^ter, that indirectly may have had deleteri- 
ous effects. The Si)cial significance of the widespread 
fascination with these disorders leading to the array 
of pabUeations is an interesting area for sociological 
speculation in its own right. Moreover, it certainly 
raises tlie standarii of K^ectations for any new 
contribution, in light of this admonition. Dr. Le^ne 
must be congratulated for writing what 1 believe to 
be the best book that I have seen to date aimed at 
those who may not be familiar with the disorders <)f 
anorexia nervosa and bulimia (the latter term wiH be 
kno\wi mCTeasingly as buUmui mmsdh It isM honor 
and a smcere pleasure to be able to provide a few 
mtroductory remarks for this volume. 
^ , - ; . Tfiere has been much confusion in 
ae definition of anorexia nervo^ and related disor- 
ders. Smiply cataloging tiie tenns that have been 
apphed to the "binge-eating" syndrome is a signifi- 
cant undertebng. a addition to the more accepted 
terms teftmw and tmUmia mm^, synonyms 
have entered the psyehiateie nomenclature, including 
chaos symmne, BuHmarexia, nmmt-m^ht 
mlmm, ^6. the abnormai nimmPwe^t sy^irome 
among others. The use of the term "bulimia" has 
resulted in some coi&sioh since the same word has 
been used to describe both a relatively common 
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symptom* which may not necessarily J^m^^^ psyehb- 
pathologyi and a serious psychiatric spdrome. After 
considerable debate, it appears bulimia nervosa wiU 
become the accepted term. Dr. Levine not only 
defines these eating disorders in a clear way, but he 
also recognizes tihe close association Between anorex- 
ia^ nervosa and bulimia nervosa. This is extremely 
important since sonie have assumed that even 
though both disorders share a ebmmoh psychopathol- 
dgy,^ they must be very different because of their 
weight status. It must be remembered that^ although 
bulimia nervosa patients are at a statistically normal 
weight, their disorder Jias, in virtually all cases, been 
precipitated by e3cb'eme dieting and weight loss. In 
feet,^ evidence 5om several studies mdicates that 
many bulimia nervosa patients have^ lost as mucTi 
weight as patients witii ^orexia nervosa; the only 
difference is tifet the bulimic patient has started at a 
much higher weight level (3J.* According to "set 
point" theory, these sb-caUed "hbrma weight buli- 
mics" may be just as unrealistic in their pursuit of a 
statistically normal weight as is the anorexic in 
striving for emaciation. This factor has many practi- 
cal ramifications for treatment (4). ^ 

- , _ Dr. Levihe repeatedly emphasizes the 
rSitidimehsional nature of the eating disorders. 
There is a growing consensus that both anorema 
nervosa and bulimia nervosa are ffiial ebmmbn path- 
ways with multiple rbutes of entry. Dr. Levine is 
csareM ib dispel the "uniformity myth" by such 
statements as "Not all anoreacs correspond to tte 
stereotype of the perfeetionistic, ebm^ant, and sex- 
umiy naive adolescent" (p. 51), Although this view of 
tiliese disorders as mulHdetermined has gained accep- 
tance,^ still there are some who pjriniarily at&ibute 
the disorders to one faetOT such as depressioii, 
stress, anxiety^ lack bf assertivehess, or poor labeling 
of embtibhal states. Particularly in the case of bulim- 
ia nervosa, the latter view may reflect eohfusioh 



'Numbers in parentheses appearing in the text refer to the References 
at the end of each chapter. 
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^tween precipitants and fiajdarhehtal causes. Al- 
though it IS true that most Bulimia nervosa patients 
are stressed,- anxious, nonassertive^ and depressed, 
Binge-^bng IS rarely seen in individuals who do not 
diet and/or maintain what RusseU (9) has referred to 
as a suboptimal weight. Despite our greatly im- 
proved understanding of the etiology of bulimia 
nervosa and the tremendous advaneemehts in treat- 
ment (see Gamer and Garfinkel [7] for a review) it is 
unportant to emphasize that our understanding is far 
from eamplete. For example, v/e do not understand 
Why some indmduals are able to successfully sup- 
press their weight but fail to develop the pattern Sf 
binge-eatmg. We dp not understand the action of 
various drugs (including those that are pharmacolom- 
caHy unrelated) that have^been found to be effective 
m a minority of baimia nervosa cases. Despite ample 
evidence that most cases of anorexia nervosa have a 
psyehQlogi^ origin, we do not Understand the rea- 
sons ior the remarkably high concordance rates 
^ong monozygdiie compared vnth dizygotic twins 
We do iiot understand the pathophysioldgy of starva- 
tion and how exercise may potentiate dietary restric- 
tion. And these would appear to be the easier 
questions to anst^r! The precise influence of psy- 
chological, famiHal, and cultural factors is undoubt- 
edly more complex. Nevertheless, we have come a 
long^way in the last decade, and many have benefit- 
ed from the: freatment recommendations that have 
been denved from our improved understanding of 
etiology. * 

Today few would challenge the argu- 
ment that the current cultural predccupatioh with 
sleiSeraess m women has played a fundamental role 
m the increased mdderiee of eatihg disorders. Only 
m the last decade, however, has the impoftahee of 
socioculturd factors been recognized in the develop- 
ment of ^orexia nervosa. It was with some appre- 
fiaision that Paul Garfinkel and I presented our 
ongm^ finding that used centerfolds and 

Mi^ Amenca Pageant contestants to document the 
shift toward an ever thinner standard of atfractive- 
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ness for women that was then linked to the rise in 
3ating disorders <8). We als^ provided data^ from 
studies with baHet darieers which indicated that 
exaggerated emphasis on slenderness, particularly 
within a competitive environment, was a risk factor 
f or morexia newo^^ Although these findings 

confirnied the_ clinic^ ^peeulatidhs of Brueh (1) and 
offiere, we were concerned that the ''cultural hypoth- 
esis" might be interpreted as a dismissal of the 
individual psychdpiithdlo of the 

disorder. Indeed there have beeh some who have 
attributed eating disorders almost exclusively to cul- 
ture without apparent appreciation for the fact that^ 
in the precise sense^: culture can rarely ''cause" 
serious psychologic^ ^^affiout mediation 

fi-om the individual and the family. One of the most 
laudable aspects of I^. Lev^^^^ the 
topic of "eifltural hifluehees" in this publication is 
the balahce_he_ has achieved bebveen individual and 
societal contributors to disturbed eating patterns.. 
Moreoyer, he has gdne^te^ simply deseribing Se 
cultiff al itiflueriees ^d has^ provided educatore with a 
series of prac^^^ for helping the 

individual to deemphasize slenderness as the model 
of physical attractiveness and to decouple body 
shape from self-esteeni and self-aeceptehce. He con- 
veys the spirit of pesonal liberation that comes from 
the recognition that self-esteem need not l3e tied to 
unrealistic social expectatidris. It very well may be 
that this type ef approach can moderate the cohtih- 
ued spread of eating disorders. 

: L Oh the pdint df prevention^ hqwever^^ 
a^wdrd of eautiqn is in orider. It has become clear to 
many professionals and nonprofessionals alike that 
prevention of eating disordefs wduld be endrmdusly 
cost effective in bdth hunan and economic terms; 
Preventioh efforts are curi^ehtly under way by many 
organizations. These consist of the distributidn of 
infdrmatidn dii eating disorders^ lectii^ schools, 
ahhouheements dh radid and television^ just to iheh- 
tibh a few. While these efforts are probably benefi- 
cial in many instances^ they may also be harmful in 
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some eases. As has been argued elsewhere (3), eare 
must be taken not to unwittingly glamorize eating 
disorders. In a steady stream of popular novels^ 
television dramas, and ^'confessions" of certain me^ 
dia personalities, eating disorders have acquired a 
not-altogeaier-unfavorable stereotype; They have ap- 
parently captured the faseihatibh of the public by 
their association with attributes such as ultrathin- 
hess^ intelligence, upper-class status, perfectionism, 
and physical fitness. This phenomenon has led some 
individuals to actively pursue the development of 
anorexia Nervosa and bulimia nervosa as ways to 
egress tiieir suffering or their quest for identic/. 
Bmch (2) has referred to tliese sad victims of sociid 
contagion as "me too ahorexies," and she has assert- 
ed that they are clearly different from those who 
acquired the disorder in previous decades. In our 
well-intentioned efforts tO; prevent eating disorders, 
then^ we could inadvertently make them appealing to 
adolescehts who are psychologically vulnerable. This 
statement should not be construed as an indictment 
of prevention efforts but only as a caution that 
justifies conducting careful research to determine the 
effects _Gf prevention initiatives. On the topic of 
prevehtion. Dr. Levine presents a balanced view that 
is hopeful yet cifcUmspeet. 

^ Probably the most outstanding char- 

acteristic of this book is the remarkable skill that the 
author has shown in s^thesizihg a vast and complex 
field. He treats the subject matter with depth and 
scientific aeeia-aey^and at the same time is able to 
convey current imderstanding in a practical and 
readable way. He captures : the phenomenology of 
these disorders and leaves the reader with realistic 
hope and Useful tools for changing the attitudes that 
have led to the proliferation of eating disorders since 
the 1960s. 
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. , ^ This b€»ofc grew out of a series of 
^icles ^mtten by several colleagues and mezfor The 
KMyon Gsliege Alumni Builetin (Winter 1985). Irohi- 
^y, I was reluctant to contribute to ihat publica- 
tion, because I felt there would be little general inter- 
est maftoreHa nervosa and bulimia. I could not have 
been more wrong. Eating disorders seem to be every- 
where (see Chapter 6), and the response &om par- 
ents, students, edumm, teachers, and school librarians 
overwhehning. This reaction^ coupled with my 
other efforts in preventive education, 1ms convinced 
me tiiat sound knowledge and authoritative guidance 
tan help prevent eating disorders and contiibute to 
the education— in the true sense of the word— of all 
students. 

This book reflects the assistance and 
support of many individuals. I am especially grateful 
fe ^y Ennght and Colleen Tdotell of tiie National 
Anorexic Aid Socijety and the Center for the Treat- 
ment of Eating Disorders in Columbus, Ohio, for ar- 
rangmg the mterviews presented in Chapters 3 arid 5 
for providing me with newsletters and other "inside" 
information, and for their ebritiriuirig encouragement 
of my_effortSi iri: preventive education. In this same 
vem Norma Fladen, Executive Director of ihe Knox 
Cbraty Mental Health Association^ was iristriimental 
in obtainmg the pampHets Ksted in Appendix II and 
m hejpmg me see how a teacher like myself could use 
existing resources for pubU-- education in mental 
he^th. I am also indebted to the following people for 
their generosity in seridirig me numerous publications 
and works in ipress: Br. David Gamers Dr. Craig 
iohnson,3rs. Susan and O. Wayne Wooley, and Dr. 
Kegiha Casper. I would also like to thank Mary 
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Suydam, Pat Bosch^ and Sonja Galkgher for their 
assistance with transeriptiQiis, eoiTespondenee,_ahd 
eoinputer pnhter^^^ Finally^ fond Hianks are extended 
to the fiiends who saw me tiirough the research and 
writing: Mary Suydam, Dennis Marikis,:: Ellen 
StilUns, Jay Tashiro, Linda Smolak, and Dick Hoppe. 



—Michael P. Levine 
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CHAPTER i 



Overview 
of Student 
Eating Disorders 



Karea 

: Karen (a psetiaohym) began to devel- 
op an eating disorder at the end of her sophomdre 
ye^ m high school. Throughput the 10th grade she 
was 5 '2" tall and weighed approjdmately 95 pounds, 
but then, for no reason she can recall and with no 
UJtent to diet, she lost her appetite and her weipt 
feH to 89 pounds. She enjoyed very mueb the 
attention and concent sjheii-eeeiyed Jfom her parents 
and the family physiei^. Subsequently (if not conse- 
quently), she began to severely limit her food intake. 
She cut out breakfast and lUnch an^ ate only plain 
bagels several times a day. At Jtimes the hunger 
created by this semistarvation regimen became too 
much, ^d some afternoons when she was aH alone 
she^ gorged herself on pizza arid cookies^ After such 
an mdulgence she fasted for the remainder of that 
day and ate nothing but a few bagels for each of the 
next few days until hunger overwhehried her once 
riiore. 

Her family arid fiiends began to ques- 
tiori _ her refusal Jo eat at mealtimes^ but these 
iriquiries and ejchortations only motivated her to cling 
to her diet of bagels plus a few Ibw-calone foods. 
This resolve was strengthened by the fact that, 
Uribekriowrist to her, her binge-eating was preveritirig 
her from losing weight. In her mirid, other people 
were eating far more and losing weight, while she 
was "really eatirig orily bagels" and her weight was 
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fluctmtirig between 99 and 103. She tned to eat 
nbrrhal meals, but this made her feel panicky be- 
cause she was certain they would cause her weight 
and her body to balloon. 

; Throughout her junior and senior 

years in high school Karen alternated frequently 
between a very uneasy peace with "ridfrnal meals" 
and a fierce bkttie with her restrietive diet and its 
constant eompahioh, extreme hunger. She became 
obsessed with her weight and with her inability to 
reduce below 92 i»unds. Feeling like a "terrible 
failure," she deflected her friends' requests to go out 
with ffiem^ and^^^ she cut herself off from 
them completely. Her old self -confldence gave w^ 
to a profound feeling that she was hopelessly unpre- 
pared to cope with jflie challenges of schoolwork, 
friendships, and dating. 

At one point Karen tried to escape 
from this web of despair by making an ^-but effort 
to lose weight when she reached 89 

pounds again, she became so sickly^ cold, hungry, 
and frightened of losing control that she couldn't 
concentrate. As before, tiie constant and intense 
hunger wbSld occasionally become too much, and 
she would binge-eat on a weekend ^emoon when 
her parents were out of the hbuse. Her cbheerned 
and frustrated parents tbbk her to^ a psychotherapist 
who did not know how to help, so Karen was 
referred to an in-patient eating disofders cUnic affi^^^^ 
ated ^th _a nearby university; This seque^^ ended 
ill frustration for Karen and her parents because the 
clinic's policy was not to hospitalize individuals 
whose weight was as high as hers. 

^ Things settled down sbrhewha^ 

ing^ the summer^ fbUbwing high school graduation, 
and Karen's weight climbed to 97 pounds. Although 
she was very apprehensive about leaving hbme^ she 
enrolled in a c^llige far away^ As she began college 
ffie, she fotmd she w^^^ plain scared, and soon 
she started to eat voraciously for hpurs on end, even 
though she was not hun^. When her weight shot 
up to 107 pounds— quite^eeeptable for a person 5'2" 
tall— she became so disgusted with herself that she 
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implored her roommate, who oeeasionally induced 
vomitmg after a meal, to teach her how to purge in 
this manner. Karen^ was determined to control her 
yomitof by resorting to it only after a particularly 
bad bmge or^a frightening weight gain. Nonetheless, 
a_short time later she was throwing up automatically 
after every meal. Her life became focused oh obtain- 
mg food, bmge-eating, and throwing up. 
- . ^ Thanksgivmg vacation was a night^ 
mare for Karen and her parents. Social expectations 
and limited privacy interfered with Karen's bingeing 

pur^g, and she ^icame sulleni contentious, 
spiteful. Karen returned to coUege in December, but 
the_ constant bingeing and purging began to take 
tteir toH m the form of inabiUty to coheeh&ate 
popped classes^ weakness, severe stomach pains, 
sleeplessness, depression, anxiety, and a crushing 
sense of ahenalion fi)m other people. She felt so 
alone^because the bmge-purge cycles were "consum- 
ing _ her hfe and because Jib one seemed to under- 
stand. Many people told her, "Just don't eat so much 
and you will be all right," and one physician told her 
jt^was just a phase you're going through." During 
thnstmas vacation, she saw a succession of general 
pracfationere, pediatiie[ahs and psychologists, but 
her bmgeing pd purgmg continued, and her weiirht 
fluctuated between 88 and 55 pounds. 
J ii. tr much deliberation it was decid- 

ed that Karen woMd return to college and stay there 
as long as she remained in therapy with a psyeholo- 
^t speeializing in eating disorders ^d as long as 

! f- uPi^^^ii ^^'^' afeve 90 pounds. She was 
delight_ed finally fo have found someone who Under- 
stood her disorder, but, nevertheless, her days be- 
came a nightmare of fasting until her roommate went 
to work m the early evening, and then bingeing and 
^^P^^,^^ ^QOTamaie returned from work at 
9:30 P.M. Karen^s weight dropped to 83 pounds, but 
the rewards for this accdmpHshmeht were stomach- 
aches, chest pains, weakness, dizziness, an inability 
fSJ^^^ 'm^' ^onie hunger, and an unassailable 
feeling that she was "too fat." In early February 
simultaneously scared and relieved, she was admit^ 
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ted by her psychologist to^a private hbspitaljmffi 
spee& miit for the treatment of anorexia nervosa 
and bulimia. 

Karen spent just over three months 
in this progr^. "^W^n she^as releped,_she was ho 
longer bingemg and purging, and she was able to 
maintain a fairly healthy bwiy weight and a stable 
regimen of thr^ meals per day. However^ she was 
very depressed, a problem wift which sh^^ 
to wre^e. She ii currently seeing a tiierapist who 
specializes in the treatment of eating disdrde^^ and 
tfidsi therapy fc^^ depression^ her 

confusion bf_ developmental issues wife ^tihg and 
weight jnanagentent, and her tendency to induce 
vomiting as a response to a particuUirly bad day- 
Karen dear frbm a severe 
eating disorder^ When atsked^, ^What is ah 'eafihg 
disorder?" even most ejq^erts would inclined to 
answer ''anorexia nervosa and bulim^ 
ceeding to define these teehnieal tem^^ Alffibugh 
&is_ approach is sensible, it is very important for 
people interested in prevention not to allow tjie 
phrase ''eating disorder" ta lose its^mbre general 
meaning by virtue of repetitibh or reflexive trahsla- 
tion (10). 

Self-starvation and bingen^ting tend 
to be awe-inspiring tp^^ 

of nbtbriet^^ br retief ftbrn^pres^ of identity 
fbrmaHbn^T^ characterization of anorexia 

nervosa and bulimia as the exclusive, tra^c jgrolh 
lems of talented and wealthy ybimggi^ 
tiie unfortunate glamour suiYbundihg eating disor- 
ders_(2^ 5). Garefil consideration of two questions— 
What is un eating disorder? and What are /Ag eating 
disordere?— will enable schb^^ to highl^ht 

the seductiveness and destruetiveness of anorexia 
herv^ and bulirhia without resorting to scare tactics. 
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B^koZ/s an £aHt^ Disorder? 

What Is an Eating 
Disorder? 

^ , i^i psy^fiiatry "disorder' ^Mp^^^^^ 
preseEiee^of abnormal patterns of befiavior and 
thought. Ther^ IS no agreed-upon definition of "ab- 
normal,^ but the foUowing criteria (3, 10, 11), repre- 

J^y .ttie aeronsan IMAD, are very useful in 
distmgttishmg the abnormal from the unusual or 
idiosyncratic: 

IpFFICIENeY: Abnormal behavior disrupts the 
^zrP^^^J^f obligations as a famUy member, 
student, fnend, athlete, etc. It also retards psycho- 
logical and social growth, and, as in younger 
adolescents, it may inhibit physical development. 

MISERY: Although ,t^^ person may vigorously 
deny_any sort of suffering, abnormal behavior is 
usually ^ accompanied by high levels of anxiety 
depression, tension, guilt, and worry. 

ALIENATION: Abnormal behavior reduces or elim- 
mates compl^ely ffie desire or the ability to form 
fulfiUmg relabohships. 

DISTURBANCE: Abnormal behavior tends to dis- 
^tf ' disturb the person or 

others The cause of this concern, particularly for 
other people, IS behavior that departs significantly 
from accepted practices, is unpredictable and un- 
controllable, or is dangerous. 

• , . - „ Applying the IMAD criteria, an ' 'eat- 
ing disorder can be defined as any cbaectiori of 
wS (10)- management practices in 

1. Tjie person's heath and vigor are ultimately 
reduced, and his or her life may be threatened 

, aNEFFieiENCY and DISTU^ANCE) 

2. Isolation and seeretivehess significantly reduce 
the ability to fulfiU obligatinns to the self and 
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Others. (INEFFICIENCY and ALIENATION) 

3. There is suffering in ^e form of obsessions plus 
reemreht anxiety, irritability, depression, and 
guilt- (MISERY and INEFFICIENCY) 

4. The preoccupation with food and weight control 
increases -seS-absorptibri and emotional instabil- 
ity, thereby disrupting the capacity to love and 
care for others and themselves, (ALIEINATION 
and DISTURBANCE) 

5. The p^rsOT is but of cbnfrbL This is evident in the 
persistence of dysfunctional eating habits and 
weight control practices, despite the realization i)f 
their imtionali^ or dangeriSsness, jbr d^pite the 
fact tiiat btiiere are befuddl^ and horrified by 
what seems so obviously extreme and self-destruc- 
tive. (DISTURBANCE and INEFFICIENCY) 

What Are the 
Eating Disorders? 

- - - Eating disorders c^ also be defined 

in terms of the specific syndromes that constitute the 
focus of Chapters 2 and 4. These include (1, 13) the 
following: 

• Restrictihg anorexia nervosa 

• Anorexia nervosa with bulimic complications 

• Bulimia in a person who was previously anorexic 

• Bjflimia in a person who has never been sig^- 
cantly over- or imderweight (normal-weight 
bulimia) 

• Bulimia iit a person who was previously bver- 
weight C 'thin-fat " people) 

• Bulimia in a person who is currently overweight. 

The exact relafionship(s) among these 
categories is unclear. But^ as Figtu-e 1-1 shows^ it is 
possiMe to conceptualize them along a ebnti 
aeebrdihg to level of present body weight and pres- 
ence of extreme caloric restriction and/or binge- 



^?™^ Extreme 

Obesity 



Emaciation Weight 

1. Restrictihg anorexia nervosa 

2. Bulimic anorexia nervosa 

3. NonnaJ^ weight bulimia 

4. Thin-fat people (fdrmerly obese) 

5. Extreme obesity 

S^l^^Jrjl^ ^.interpreted to mean that aU obese 

pLS'SfthtteleStSr'"''"''^ ^ ^ 

^AH?S1 i"^- Spectrum of Eating Disorders 
(Adapted from Vandereycken and Meerman (13, p. 4) 

eating (13). This perspective acknowledges the 
fnSS^ features _ of anorexia nervosa and bulimia 
mstead of artificially categorizing tfiem. It also 
makes^an impor^t developmental point: having had 
one eatmg diso^er, a person is at risk for the other 
, f. Tf^en together, this spectrum and 

the de%ition of "abnormal'' emphasize the necessity 
ot_blurnng the ^distmetion between anorexia nervosa 
and bulimia before sharpening the focus on each It 
IS importMt to recognize that eating disorders share 
many features, including (1, p. 10g)_ 

1. A fear of becoming fat and a drive to become 
thin 

2. Ah obsession with food, weight, calories, etc. 

3. The reliance on eating and/or refusal to eat in 
order to cope with emotional discomfort, stress- 
ful lite events, and developmehtal challenges 

4. The fact thau female sui^erers outnumber males 
at least 9 to 1 

5. An increased incidence of depression, obesity, 
substence abuse, and eating disorders in the 
lamihes of sufferers 
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6. A world view tiiat^alues external appearances 
over personal integrity, 

lliis Ust iUustrates an important theme 
ortWs book: eating disorders are jntft fiindarne^ 
disor^ere of eatingj_they_are midti^dimensionS and 
multideterniined disturbances in the perception and 
expression of one's being-in-the-world (2, 5). 

Should School Staff 
Be Concerned i%hutit 
Student Eating Disorders? 

The jinswer^ t this question is a 
resounding "Yes!'' The fqUowihg stetistics make it 
clear that anorexia nervosa and bulimia often devel- 
op during adolescence^ and that eating disofders 
occair with alaming frequenc^^ in middle school and 
high school students (see Ghapter 6 for a detailed 
analjrsis of numerous findings and issues relevant to 
the prevalence of adolescent eating disorders): 

1. Between 1 and 6 in every 200 girls wiH develop 
anorexia nervosa between the ages of 12 and 20. 

2. At any ^veh point in tim^ 6 to 10 percent of all 
high school girls are bulimic and 1 to 2 percent 
have a very serious bulimic disorder. If present 
trends continue, by age 2G as many as 1 in every 
7 high school girls will be or will have been 
bulimic. 

3. Given a prevalence of 1 to 3 percent for border- 
line eating disorders, in a class of 200 high 
school girls, 15 to 25 will currently be anorexic, 
bulimic, or borderline. 

4. One to two pefcent of all boys will be bulimic 
during their high school years. 

5. Available data_ are sparse and placed by meth- 
odological problems, but it is likely that student 
eating disorders are becoming more prevalent 
than they were 10 years ago. 

6. Recent research (see Chapter 7, p. 159) sug- 
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gests that at least 40 percent of all white, middle- 
cla^ nennal-weight girls attendihf suburban 
tagh schools^ are actively engaged in losing 
weight in order to become very thin. 

7. One^in ^five high school girls binge-eats ^bh a 
regular basis, and 1 in 6 dcSs so weekly. These 
rates are at least twice these reported by Ameri- 
ran college women, suggesting that the rate of 
bmge-eatmg among younger girls is increasing. 

8. A survey of nearly 1,300 girls attending a high 
school m llhnois fduhM ffiat 6 percent reported 
using diet pills at least weekly and 12 percent 
used ttent at l^st monthly. In general, it seems 
Uiat today s high school studentSL^e more likely 
ttian previous ones to use evacuative methods 
(tor example, setf-mdueed vomiting), fasting, and 
diet piUs to control their weight. 

9. "Sie age of onset for an eating disorder is highly 
vanable, but, in general, the peak ages of onset 
for anarexia nervosa are 14 and 18, while those 
lor bulimia are 16 to 18. 

- Althcmgh eating disorders are hot, as 
some^ people have proclaimed, an "epidemic" on 
today s middle schcKJl, high sehGtf)l, and college cam- 
puses, they are distressingly prevalent. Moreover, 
they^usually have serious and Ipng-lastihg negative 
etteete on academic perfonnance, ihtefpereonal rela- 
tionships, and general mental and physical health 
(see CJiapterA2-S, 8, and 9). Even with highly skilled 
care, 30 tft SO percent of those bulimies and anorex- 
ics who do not receive attention early in their 
disorder wiU, like Karen, have chronic problems vrith 
eating,_ weight, health, and psychopathblogy (for 
example, depression) (5, 9, 12).* 

H^^^l QfUieawSward pfiSse "the person wkh anorexia hervos^u- 

_buhmic(s). JBecause at least 90 percem of those with eating disor- 
ders are female^XwiU also use the femmine pronoun. Neither df these 
convement practices should oteaire two important facts, however: (1) 
people with anorexia nervosa and/or bulimia are individuals in terms oJ 
inteUigence, personality, coping skills, interests, and so forth; and (2) 
males are not immune to eating disorders. 
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The Goal and Guiding 
Principles of Tfiis Book 

Goal 

This not meant to be a 

emrie^um guide or a b'mning manual Its goal is to 
organize a great deal of potentially useful informa- 
tion into a single handbook that wiU enable and 
encourage school staff to prepare for the prevent 
of eating disorders via^^ instractidh, im- 

proved detection and referral, and the professional 
development of sch®l persormel. The information 
provided includes the following: 

1. Facts about the natiire imd causes of anorexia 
nervosa (Chapters 2 and 8) 

2. Facts about tiie nature and causes of bulimia 
(Chapters 4 and 9) 

3. An extensive analysis of the sdcidcUltural deter- 
minants of eating disorders (Chapter 7) 

4. In-depth interviews with an anorexic adolescent 
and her parents: (Chapt^ with^ bulimic 
adolescent and her parents (Chapter 5; 

5. Facts about the e^rtent of eating disorders, the 
demographic characteristics of anorexics and 
buliinies> and the prevalence of daSgerbus 
weight control meth^ seem to be oh the 
verge of becoming normative among today's 
adolescents (Chapter 6) 

6. Lists of speeifie resom-ee^^^ 

readings, and films— that school staH can use to 
educate themselves and students alxjut anorexia 
nervosa and bulimia (Chapter 10 and Appendix 
H) 

7. (General principles for discussmg eating disor- 
ders with students in the classroom (Chapter 10, 
pp. 243-44) 

8. General principles for identifying eating disor- 
ders and for referring anorexic and bulimic 
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I53-56? services (Chapter IB, pp: 

9. Suggestions for working with the entire school 

syjenMadimmstrateffs, eomiselors. school nurses 

pd librarians) to educate students more aibrough- 

ly and^fe provide referral.infomiation more eSec- 
, , tively (Chapter 10, pp. 256-62) 

10 Names and addresses of the Rational eating 
disorders associations, accompanied by a de- 
scnption of their many services (Appendix I) 

11. Suggestions and inspiratibh about the many 
creative ways in which teachers can integrate 
preventive education about eating disorders into 
b^ie lessons m important academic subjects 
(Chapter 10- tiie sections entitled '^Conclusions 
and Imphcabdns^' at the ends of Chapters 1 4 
and 6-10; and Table 8-1, p. 204). ' ' 

Guiding Pnnciples 

... , The development of this book was 
gmded by a set of basic principles, some of which 
are tacts and some hopeful assumptions. For quick 
refeience, these are Hsted in Table 1-1. Given that 
the book is designed to educate school staff so that 
they may contiibute to the prevention of eating 
disorders their acceptance (or at least critical exami- 
nation) ot these principles for the purposes of pre- 
ventive education and more effective advising consti- 
tutes another pnmary goal of this work. 

. , . - prevention of eating disorders may 

b£ inmost mporbint asm of effort to combat eating 
disorders^ The number of adolescents and adults who 
sutler from anorexia nervosa and/or bulimia far 
exceeds tiie number of therapists with the expertise 
to help tiiem. This means tiiat two basic types of 
prevention are crucial to the elimination of eating 
disorders (see Chapter 10). Primary prevention is the 
attempt to prevent eating disorders from ever hap- 
penmg by ehminating or reducing risk factors. Sec- 
ondary prevention is the early identification, accurate 
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Table 1-1. Gmdirig Prmeiples for Gambating 
Student Eating I3isorders 

1. lli^ ipreye^ijioa^ of eating disorders may be the most 
important aspect of efiorts to combat eating disorders. 

2. Many middle school and high school teachers and staff 
members want to help prevent eating disorders. 

3. Qdtun^^plays a sign^ 

prevention of eating disorders, and the school is a signifi- 
cant part of culture. 

4. Teachers can help fight the ignorance rnisgtiided 
attitudes Ifliat cpntribute to eating disorders. 

5. Students with anorexia nervosa and/or bulimia are people, 
not psychiaffic entities. 

6. Eating disordei^ aifect a wide variety of students. 

7. It is a major eiTOT to convey directiy^^^^^ indirectly that 
^JtaS disorder are a ''woman's problem:" 

8. Teachmg about eatmg disorder requffes ejctensive prepa- 
ratibh ba::ause it is intellectually and emotionally demand- 
ing, 

9. TeacheTS jan promote itnderstanding and^^^c^ 
collaboration by avotdmg simplistic pronouncements about 
'*ihe cause" of ahbresda nervosa or bulimia. 

10. Teachers need to cwrdinate their preventiy^ e^^ 

the^ work of experts and of other influential school 
persoraieh 

11. Teachers and school staff members are hot therapists and, 
therefore, they should activiely refrain from becoming 
involved in diagnosis and counseling. 



referral, ^d prompt treatment of people whose 
eating disorders are in Bn initial phase. 

Three facts suggest that school staff 
pfey ah imporfeSt role in bsyi types M preven- 
tion. First, adolescence constitutes the modal ' 'age ^ 
onset'' for both anorexia nervosa and bulimia (see 
Chapter S). Secmd, school staff o^^^ students 
regulatrly ^id often have an _^eHent, H at times 
poorly defined, sense of when soniething is w^^^ 
with them. Third, early identification and treatment 
of an eating disorder is associated with a significant- 
ly better prognosis for recovery (4, 8). 



fe^W r>^^ .r ^-^^^ school and hm school 
^^^%^Wfjnemf^ want to Mlp prevent eating 
dmr^^lhty are very interested in tlie positivl 
development of young people. Based on my^xDeri- 
ence with nuddle school and high school tlach^a 
my sjea M on the enthusiastic response of Sny 
ghools across the country to a cuniSlum gd^I 
toe devel(^ association ^th the National 
Anorexic Aid S^iety (lO),! am convinced tteSy 

afoS? want to teow more S 

anoreaa nervosa and bulimia so that they can apply 

contacts with troubled students and frightened parents 

J Culture plays a significant role in the 
praiuctmi at^ prevention of eating d^orders and 

m ^fi^ Hl?? ^^P'^^^^^fS°^°«y in general, and 
f\ disorders in,r«rticular (see Chapters 6 and 

- P^P ^ important role in 
the traismission of culture, the shaping of peer 

S'Sff ¥ ^^^^lopSent of fcnd^l^e 

self, teachers and their 
students toe a significant impact on the pre^,^ 
tion of ^orexiaiiervosa and bulimia. In ordeV to do 
nnnlS^^^' l^' students must rec(^e the 

S^fS^^i— S -P^^?" ^ negative social process 
H«nf I ^^'S^''" pernicious attitudes, expecta- 
tions, and practices. ^ 



nfui y^u^i^^ ^-- 'J^n Mlp fight the mormce 
^ molded atttnms that mtribute to eamg e^or- 
Eating disM-dere reflect a desperate heed to be 
thin^ and a morbid fear of becoming obese. These 
m^ivatio^ are based in part on indildual pyschl^ 
problems, but they also develop Jut of a 
cultiiral context characterized by prejudice agiist 
mmBlender people, restrictive amu4 fboiTrhe 
S^""? ^-^^"^^ f^^ ^^^^^eness for both 
sexes, and ignorance about weight regulation. Since 

Sf«^?lS? the exa^inatiofiid eiadTI 

^T^«n »ir-^"'^'*it ignorance, there is every 
reason to beheve they can help prevent eating 
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disofdere. From ah academic perep^ the v^aiety 
of scrciocultural factors that conSibute to eating 
disord^ makes anorexia nervosa and bulimia fertile 
subjiSSs for teachere of sceial . studies, history^ 
speeeli, home Economics, heal& science, bil^bgy, and 
psychology (see Table 8-1, p. 204). 

bulimia are peoph, mtp^hiatric ^n/iVfizs. In general, 
students with anorema nervosa and/or buUffiia are 
hot '/crazi^'Vwlidz^ prey t^ an incomprehensible 
''mehtil illness/' RaflSer, ffiejr are peo 
dents^ our children, our colleagues, and our friends- 
struggling in comprehensible and often legitimized 
ways witfyhs^imtie^^ pr^ures, ahd^onmee ^ 
we as members of our ciiture have 
sustain. Teachers who wish to prevent eating disor- 
ders must join counselors^ nurses, parents, and stu- 
dehts ih resistitig tiie sfrbhg temptatioh to Jisso^ 
themselves &om eating disorders by maryeling at 
their bizarre signs and symptprns, giving them im- 
pressive psychiattic labels^ and then tuniing over all 
responsibaity for ebmpr^ehdihg, identifying, and 
preventing tiiem to e3q>erts_ 

In practice, this means that the pre- 
vehdoh of eating disorders will test accomplished 
hot by^usihg scare feeties, but^y invitmg school s^ 
and students alike to thin^ senoiisly ateut their o^ 
relationships to many of the factors underljring eat- 
ing disdrdere: dUr cultural obses^^ with slender- 
hess, sex-role stereotypes, dieting^ tte psyehobiold^ 
of hunger, self-esteem, the developmenal sfaressore of 
addlescence^ positive and negative cqping strategies, 
and what it means to ^dw Up ^r e Chapters 7^10). 
Ih otiier words, effective preyehtive education should 
remove anorexia nervosa and bulimia firom Qie realm 
of clinical psychdlc^ and^p them clearly in the 
context of the student's life. 

Eating disorders affect a wide variety 
df s^i^mis. iyth6ugh_ the^^ sl_ s&bhg positive 
correlation between socioeconomic status and tiie 
prevaience of eating disorders Isee Chapter 6), it is a 
dangerous myth that the only stuients susceptible to 
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^ting disordere are rich and talented overachievers. 
Students with eating disorders, particularly buliima 
may be male or female, Black or white, rich or poor! 
conformist or rebel, good student or dropout. 

• J' --r - ^^^^ major irror to xmivey 4iredty or 
mtrMry mi eattng disorders are d "iwmdn's prob^ 
iem. Although girls are much more likely than boys 
to develop anorexia hervb^ or bulimia, boys and 
young^men are not invuhierable to eating disorders 
(see ehapter 6). It is very imiwrtant that teaehere &y 
to ejqjlain the sex difference m the pre"ralence of 
eating disorders without obscuring the cultural,^ fa- 
nmi^, bidldgieaJ, and individual factors that shape 
me develbpmehl of anorexia nei-vbsa and bulimia in 
both boys and girls (see Chaptere 7-9). 

. ^ ^ ^esGfim^ afca/ mting disofi^ re- 
mres exlemtve proration bemuse it a ihiel^iually 
and f^twmily demnding. -ms teook is lengthy and 
detailed because the prevention of eating disorders 
involves many obstacles and challenges. Teaching 
ateut Morexia. nervosa and bulimia requires at least 
some knowledge of these twa multidimensional dis- 
ordere (see Chapters 2 and 4), each of which has 
complex hiblbgiCal components and multiple causes 
(see Chapters 7-9). In addition, teachers need to 
examme theu- own beliefs and beteviore fc- evidence 
of ^a ^psychological investment in slendemess, un- 
healthy dietary restraint, and/or prejudice against 
averweight people. Finally, dedieateT teaehere face 
the fonnidable task of helping sai image-conscious 
and^^sclf-cbnseious group of people examine such 
mghly charged topics as body weight, body image 
dietmg, competition, sex roles, and coping with 
stress. 

, . K is an article of iaith that dedicated 
and creative teachers can use this book and other 
resources (see Chapter 19 and Appendixes I and II) 
to meet these challenges in ways that contribute to 
the prevention of eating disorders, staff develop- 
ment, and the fundamentid education of adolescents 
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^ - -- Ti^ebers mn prvmpte understanding 

and amtruciive a)ih ty avoiding simplistic 

pronouncements about ''the cause'' of anorexia nervosa 
or bulimia, z^ch cK is 
imique, and each the product pf a complex set of 
predispositions^ preclpitants, and perpetuators (see 
Gliapters 8 and 9). There simply is no necessaiy idr 
sufficient $ause of andre?da nervo^ For 
exmple, in seine eas^^ anorexia nervosa is atSibut- 
able in large p^ to dysfunctional interactions within 
the family^ whereas in other cases t^^^ is no 
evidence of distm'bed iamiUal rela^ Ih^eply 
to sdnie variation of tiie inevitable Question ''Wlio's 
fatflt is it?" I suggest the following: ''Each case of 
anorexia nervosa/biilinua is different and each is the 
result of a nmher of forces withfe pereqh^tiie 
family, ^d bur cmture. What's really important is 
tiiat_ the person, the family, and friends work togeth- 
er to get help for the eating disorder and to increase 
their ability to care for each other." 

iMcl^tmi 
mnive effort mlb the work of experts and of oif^ 
tnfTt^tml school persohm^^ There are tv^ro ideal and 
interrelated conditions necessary for effective pre^ 
yenti>'e educatidn in th^ilassrddm and for sensitive 
advising outside it (see ehapter lD). Firet, the efforts 
of teachers shoud be coordinated with the philosophy 
and functions of the school nuree, the librarian, tiie 
guidance cdUnseldrs^ the^yehdlbgist, smd the ad- 
ministrative steff (for e3^ple, Qie cumc^ direc- 
tor). Second, all these indi\aduals sho^d tr^^ 
and mobilised by an expert iii preventi^^^^^^^ 
for addlescentSL. It is highly^recommehde that teach- 
ers ahdadihihistrators committed to the prevention 
of anorexia nervosa and bulimia contact a national 
eating disdrders a^dciatidh (see Appendix I) for 
advice about staff development. 

Tmcf^ ami sch^l sS^ff m&^iers are 

mijl^pisis dnd, th£^^ actively re- 

frmn from becoming inmlved in diagnosis ami counsel' 
ing. It requires Cdnsiderable expertise and experi- 
ence td help someone overcome an eating disorder, 
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and many fflidresdcs and bulimics have suffered a 
great deal from bad advice offered by weU-meahing 
but unskiUed psychologists, physicians, social work- 
ere, etc. (6, B. No matter how much they faiow 
a_bout eating disorders, teachers must keep in mind 
thai Qieir sigmficant contributiohs to the fight 
against eating disorders are preventive education, 
detection, and compassionate , well-informed referral. 



1. Andereon, A. E. ^acHcal CmpreJienstve Treatment of 
Anorexta Nm/osa and Bulimia. Baltimore: Johns Hopkins 
University Press, 1985. 

2. Bruch, H. 7^ mm Cc^e: The Enigma of Anorexia 
f^ervosa. Camdndge: Harvard University Press, 1978. 

3. Buss, A. H^ftycfc^/tefo^y. New York: Wiley, 1966. 

4. |ckert, E^D. "Ghi^cteristics of Anorexia Nervosa." In 
.^mw Nervosa and BuUmiat^ Ba^msis and Treatment 
edited by J. £. MiteheUi pp. 3-28. MinneapoUs: University 
of Minnesota Pre^, 1985. 

^- Pi Gamer, D. M. Anof&nd Nervosa: A 

^mtmenstonal Perspective. New York: Brunner/Mazel 
1982. ' 

6. Garner D. M. "Why Obesity Should Not Be Treated." 
Workshop presented at Fourth National Cohferenee on 
Eatu^ Disorders of National Anorexic Aid Society, Cbliuh- 
bus, Ohio, October 1985. 

7. Garner^. M.,^d others. "Psychoeducational Principles 
S Treatment of Bulimia aiid Anorexia Nervosa;" In 
ifandmAqf mchotherapy for Anorexia Nervosa aiid Bulim- 

«9^i*^T^^xP-,^;,^^^''^'^ E. Garfinkel, pp. 
513-72. New York: Guilford Press, 1985. 

8. Hsu, L. K. G^ "The Treatinent of Anorexia Nervosa." 
Amefvxzn Joumdl of F^chiatry 143 (1986): 573-81. 

9. Johnson C, ai^ Cohhbrs, M. E. "Treatment of Bulimia: A 
Renew. PsychotogiMi Bmm Im press). 

10. Levine, M. P. The Psychology of Eating Disorders: A Lesson 
P^n for Grad^ 7.12. Edited by,A. B. Enright, N. Kayne, 
Sfx'iii- CoJumhus, Ohio: National Anorejdc Aid 
Society (NAAS) 1983. Available from NAAS, 5796 Karl 
Road, Golumbus, OH 43229 (614^36-1112) 



' 35 



DVERVIKW 



11. Rosenhan, D. L , and Seligirian, M. E. P. Atnmml 
Fpchology. New Yo:*: W. W. Norton, 1984. 

12. Thompson^ M. G„ and Cans, M. T. **Do Anorexics and 
Bultoics-Get and Treaimmt of Anorexia 
Nmnm^and ^imia: Biomedicil, Socit^Uimi, and Psycho- 
fo;^/ ?m?>ecSt«s, edited by S^W Emmett, pp. 291-303. 
New York: Bruhher/Mazel, 1985. 

13. YandcreyGken, and Mj^rmahn, R. Anorexia Nervosa: 
A eiinidan's Guide to Treatment New York: Walter de 
Gruyter, 1984. 



35 

36 



eHAPTER 2 




- , , Xiiiorexia nervosa means "nervous 

lack 01 appedte/' Technically, the phrase refers to a 
syndrome charaeterizea by joss of appetite, aversion 
to f<x)d, fflid weight-loss; This syndrome is observed 
m various psychological^ disordere, mo5E notably de- 
pr^ion and schizophrehia (4). But the psychiatric 
and popular Use of "anorexia nervosa*' reflects the 
way m which the phrase was first used by Br. 
William GuU in 1868 (2): it refers to a distinct 
psychological disorder in which a drive for thinness 
^d a fear of fatness result in life-threatening emacia- 
\^?Pa^^ ^ problems that meet the 

IMAD criteria for determining abnormality (see Ta- 
ble 2-1). 

. , ^ Ahorekia nervosa is a misnomer for 

tms disorder. "Nervous lack of appetite" implies a 
laclc of interest in fcKfd, and this is most certainly not 
the case with anorexics (8, 13, 23). Starvation causes 
5nrtually ^ anorexics to experience and indeed 
batfie intense feelings of hunger. Although hunger is 
stubbornly denied, it is manifest in an obsessive 
concern with food, calories, diets, mealtimes^ and 
focffl prep^atioh, A more precise label for wKat is 
glei„anorexia nervosa is the German synonym: 
Pubertatsmagersuch ot "Jeanhessjassion of puberty'* 
(2). Despite the fact that a significant number of 
people develop anorexia nervosa well past the age of 
puberty, and despite the fact that this term is far too 
awkward for frequent use, it is worth remembering 
for Its emphasis on the "passion** for slendemess as 
the central feature of anorexia nervosa. 



General Definition 

Anorejda nervosa is a "^ 
suit 0 excessive tHthness" (5, p. ix, italics in original) 
that interferes with the fulfillment of responsibilities 
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Table 2-1. Central Features and Commonly 
Associated Characteristics of Anbrejda Nervosa 

CENTRAL FEATURES 

J. An iron determination to b6come thinner and thinner 

2. An extreme fear of becoming fat 

3. Significant weight less 

4. A distorted body image 

5. Kffictd^ in accurately hunger and other in- 
ternal sensations (for example, anger) 

6. Refusal to maintain a healthy body weight 

7. Abnormal reproductive functioning 

EFFEerS 0F STARVATION^ 

1. Dbsession with food and food preparation 

2. Unusual eating and drinking habits 

3. Emotional disturbances 

4. Social withdrawal 

5. Binge-eating 

COMMONLY ASSOGIAT ED eHARAeTERIStlCS 

1. Hyperactivity 

2. Perfectionism coupled with a profound sense of ineffec- 
tiveriess 

3. Binge -eating 

4. Purging via self-induced vomiting, laxatives, and/or diu- 
retics 



''iathougji there are significMt indiv^^^ differences in the 
ways in which people respond to weight restoratioi.\ many of 
the effects of starvation persist for at least several weeks after 
nutritional rehabilitation has been in effect. 
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to the self and to others (9, 22) because it produces 
an mtense and irrational fear of becomirig fat, ah 
obse^ion with food and weight ebhtrbl, and a Jife- 
threatening weight loss. Evehtually, a senes of star- 
vation-induee^ physical and psychological changes 
threatens control over eating and motivates more 
conscientious efforts to reduce. The result is a truly 
viqious circle of weight loss, hunger, and fear that 
will become a deadly noose if the process is not 
acknowledged and reversed (13). 



Natural History 



- The major features of anorexia ner- 
vosa are best understood as the end points of an 
msidioiK^ process (see Chapter 8 for more detail). 
This eating disorder usually begins innocuously. 
Although the future anorexic is often not at all nor 
only slightly overweight, an insensitive remark or the 
perception of inadequate performance at school moti- 
^tes her to diet seriously in order to flatten her 
stomach or hips,; to "get in shape," or "just to lose a 
few pounds" (13). 

- ; Unlike most dieters, the anorexic-to- 

be relishes the opportimilgr to regtdate food intake 
and body weight and thereby control the self (4). The 
entire enterprise unleashes a sense of potency and a 
Sjupply of_me3diaustible energy. At first she i& ex- 
traordinarily capable of suppressing htinger and fa- 
tigue and of successfully immersing herself in school- 
work, 5tiiletics, dance, and so on (13). But after a 
time, "dieting" gives way to an extreme fear of 
losing control over eating and a compensatory need 
to rid the body of all flesh that can be xohs&ued as 
representing fat (14), If hpger is acknowledged, it is 
interpreted as assign of an authentic and special self- 
control in an ag^ of lajdty and indulgence (5). 

The ostensible reason for dieting is 

usually to become healthier and ma-e popufer, or to 
"get it together." The grim determination to sustain 
weight loss ultimately merges with the effects of 
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starvatiGB to isolate the anorexic from her friends 
and family, to restrict her interests, to sabotage her 
schoolwork, and to threafeh her physical well-being 
(13). As reducing becomes ah obsession, the facade 
of adjustment crumbles. 




The central featiires of anorexia ner- 
vosa are difficult to specify because tiie disorder 
emerges over time as a complex mijcture of the 
relentless drive for thinness, the effects of starvation, 
and commonly associated psycholoj^cal disturbance^ 
(for example, low self-wdrth and mistrust of others) 
(2, 1^. The fdlldwing list (see also Table 2-1) is my 
eompilatidn of prominent characteristics described 
by major theorists in the field— Andersen (2^ firuch 
(4), Eckert (9), Garfinkel and Garner (13), and by the 
American Psychiatric Association (1). Although these 
eharacteristies would not be accepted by everydhe, 
they provide a convenient framiewdrk fdr discussing 
many of the basic features of anorexia nervosa. 

Signifieant Weight Loss 

. Experts agree that a significant 

weight loss is one df the cardinal features df andrejcia 
pervdsa, but they disagree dver the definition of 
"si^ificant." The prdgram at Johns Hdpkins Hospi- 
tal dperates on ffie premise that severe weight loss 
has taken place if the current body weight is incapa- 
ble df suppdrting raehstruatidn in females dr sexual 
drive in males (2). Fdr people under 18, the Ameri- 
can Psychiatric Associatio: (1) uses the criterion of a 
bddy weight Idss of at least 25 percent from the sum 
df the driginal plus the prdjected gain based dn a 
growth chart. It is difficult to say^ hdwever, what 
such a Idss would mean if the individual were 25 
percent dr even 15 percent overweight drignally (9). 
SimilaiJ.y, in individuals who were initially under- 
weight-say, 95 pounds at 5 feet tall-a Idss of 10 
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percent of body weight could suppress menstruation 
{Z) and create physical problems. 

. The suppression of menstruation or 

sexual^ ftmebonmg seems like a more meaningful 
sign _of dysfunction than a fixed percentage of body 
weight lost, particularly because in 10 to 30 percent 
of the cases amenorrhea precedes a noticeable 
weight loss (13). But menstruation is a private and 
emotionaUy chained function, so cessat^^^ is not 
very helpful in detecting anorexia nervosa. As a rifle 
of ^thun^, weight loss should not be considered the 
prmeipal cntenon for the determination of anorexia 
nervosa, but a loss of 10 to 15 percent should 
stimulate^ cunosity about the other central character- 
istics (23). 



The Dnve for Thinness 

^ '^^^ anorexic approaches weight loss 
with what Bruch (5, p. 5) caHs an "iron determina- 
tion. In fact, twchbf ihe world's foremost experts on 
^tmg disorders, Paul Garfinkel and David Gmner of 
ge Department of Psychiatry at Toronto General 
Hospital, mamtain that "the cen^ feature of an- 
orexia nervosa; is the individual's marked pursuit of 
thinness with the associated conviction that her bodv 
IS too large" (14, p. 2). 

.. It is crucial to note that the dedica- 

tion to becommg thin is not equivalent to a phobic 
fear_ of becommg obese (see the next section). In a 
phobia, avoidance of the feared object or circum- 
stance produces an uneasy relief. In anorexia ner- 
vosa^ the weight loss is experienced by anorexics in 
the foUowing terms: "accomplishment . . . sensuous 
delight . . . exhilarated ... triumphant . . . powerful" 
(lb, p. 110). Slendemess is highly valued in our 
culture (see Chapter 7). Moreover, as noted previous- 
ly, starvation m a land of plenty is awe-inspiring, and 
tor some aaolescents emaciation and perpetual hun- 
ger _are small prices to pay for distinction and a 
spintual sense of mastery (5, 16). 
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Exfreme Fear of Becoming Fat 

The dnve for fliihhess produces an 
extreme fear of becoming fat (16). This sounds 
backwcu-d^ but it is not. Battling^ hunger is a very 
difficult arid unremitting task .The fe^_ of fosing 
ednbrbj ancl beconaing overweight creates anxiety 
that the anorexic welcomes because it susfadns Uie 
vigilance reqiiired to become thinner and thi^ 

^ Tlus aimety seems completely irra- 

tional to others. How can someone be terrified of 
getting fat when he or she looks more and more like 
a concentratidn camp iiimate with eaeH passing 
week? The fact that the 

body overcompensates for significant weight loss in 
many ways, including an increase in himger and a 
decreasejm the abffity to step eating after ih^e of 
ordy a smaU arnoimt (see Gfe^ 8). Thus, the fear 
of losing control has a realistic basis and, in some 
cases, is reinforced by terrifying episodes of binge- 
eating (13). ^ 

The phobic fear of weight gain ex- 
presses itself in a number of ways. Most anorexics 
weigh themselves several tim day and re- 
spbnt^td sHght but normal inCT^ witii esctreme 
anxiety (9). As insurance against the possibility of 
weight gain^ they may eat oiSy one jMtrefuUy plaM 
meal each day and keep a detailed^ record every 
edorie consmned and e3q>ehded. They divide foods 
into /'safe'' and "dangerous"' categories^ with the 
latter becoming larger at the extense of the former 
as time goes on. Having eaten, &e aiior 
so^mous about _t^^ of weight gain that she 
feels compelled to induce vomiting, exercise until she 
is exhausted, or take laxatives, M the^^^ 
behaviors are physiie^y and emdtibnaHy draining, 
but the starJc truth is tfet anorexics are more affaid 
of becoming fat than they are of dying (23). 

Distorted E3^eriehce of the Body 

Most anorexics have two significant 
disturbances in the perception and interpretation of 
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messages ffom their own bcKUes. Mispreepti^^ of 
external bod^ shape constitute a "distorted body 
image," while maeeuraeies in the experience of 
interaal sensations such as hunger or anger are 
called "disturbances of interoceptive awareness" (4, 
13, 14). 

Disb>riedBdefy Image 

^ " ; There are two types of distorted 

body image (14). The most commonly reported is a 
perceptual disturbance in which the anorexic seems 
literaUy uMble to "see'' how thm she has become. 
The "inability to recognize her appearance as abnor- 
mal" (13, Pv 125) often takes on aie futures of a 
delusjon as she vigbrbusly insists that her emaciated 
figure is just right or even too fiat. This distbrtibn is 
esnfined to the anorexic's jgrceptibn of her own 
body^ her perception of thfc^ outside her body, 
mcludmg the size of other anorexics, is as accurate 
as that bf ahybne else (14). Some anorexics can see 
ffi^ certain parts of their bodies are too tiuh, but 
msist that their stomachs, thighs^ and hips are "fat" 
and in need bf^&rUier reduction. 

. - The second type of body image dis- 

tbrtibn is embfibnal rather than perceptual. These 
anbrexics can see that they ^e tbb thin, but Sey 
either regbice in a»is '/achie^mnent'' or they cling to 
slenderiiess as protection against a body that tiiey 
loathe in its normal form (13). The distinetioii be- 
tween those anorexics who maitedly overestimate 
their body size and tiie more accurate perceivers is 
an impbi^t one (14). Overestimators tend tb be 
mbre depressed and psychblc^eally disturbed, and 
fteir prognosis fbr recovery is sigiuficantiy worse. 
Ff-sr them the ebrabinatibn of perceived obesity and 
low self-esteem seems to generate a particularly 
intense and refractory drive tor thinness (14). 

DKturbanas of 
Interoc^Hve Awdremss 

- Most ahoreacics have great difficiilty 

m accurately interpreting hunger and other ihteriial 
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sehsatiohs siicfi as sexuality^ emotions, and tempera- 
ture (4^^ 5i. They may deny or ebitfuse hunger 
impulses with other s&bhg emotions^ Their experi- 
ence of satiety is also disrupted, and therefore the 
tendency to binge-eat may alternate with "endless 
cqmplaints of acute idisebiftfort and feHness after the 
intake of even sm^ amounts of food" (4, p. 252). 
1 In general, anorexics are as out of 

touch with their emotions as they are with their 
bodily sensatibns cbheeraihg himger.^9fte^^ do 
not tebw what^tfiey are feelmg or how to eo^ress it^ 
a condition known as * 'alexithymia, ' ' Many feel 
hoUpw or blank inside, incapable bf experiencing 
anger br finding a genuirie sense of pleasure in 
anytiung but weight loss (13). Some of these intero- 
ceptive disturbances are attributable to starvatibh, 
but often the prbblem remains after weight restora- 
tion (2, 13). The mispereeptibh of motives and 
feefings, in cbmbination with the anorexic's chronic 
struggle to control hunger, creates a fundamental 
mistrust of the body that must be overcome if 
therapy is to be successful (13), 



Refusal to Maintain a 
Healthy Weight 

^ 1 lie 1 interplay among the^rive for 
tJiinness, the ff^ bf fatn^, and the distorted body 
image produces an antagonistic refusal to maintain a 
healthy body weight. Hospital nurses repbrt that, 
even under intense scrutiny ^ anoresoes will smrepti- 
tiously attach pats bf butter to the underside of trays 
mid ^acefiilly spit pieces of partially chewed meat 
into milk containers (2). Since the anbresde artgrily 
denies she is ill, she resents thejntrusibns bf parents, 
friends^ and physicians, whom she perceives as 
conspiring to force her to eat and become fat (23). 
This refusal to eat often results in unpleasant strug- 
gles for cbntrbl, but it is impbrtant to understand 
that the anbreMc's motive is usually fear of weight 
gain and hbt aggression (13). 
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Abnormal Reproducti'^e Funetienfflg 

For fem^es ah important sign of 
anoresda nervosa is a delay in menarche (primary 
amenorrhea) or a cessation of menstniaJ periods 
(secondary amenorrhea) (2), For males the corre- 
sponding sign is impotenee and infertility caused by 
a substantia drop in levels of testosterone. Some 
ej^rte believe that deficits in reproduetivefunetioh- 
ingare due entirely to stairatibn, hut others point to 
gvo facts that contradict this simple explanation. 
First, as noted previously, in as many as one-third of 
ae eases amenorrhea precedes a noticeable weight 
loss (3, 9). Second, in a si^iifiearit number of cases 
amenorrhea persists long after a weight sufficient to 
initiate or restore menstruation has been attained (2). 
I^is contToversy is not yet resolved, but most 
experts include abnormal reproductive functioning as 
a criterion for anorexia nervosa. 



The Effects of Starvation 

- Descriptions of smoresd^ nervosa 

have emphasKed rhany more symptoms than those 
given here. For example, Levenkron (21) cbnneels 
anorexia nervosa with obsessions, compulsions, para- 
noia^ and depression^ It is true that a number of 
psychblbgieal problems are commonly associated 
with the central features of anorexia nervosa. How- 
ever, many of these are caused by stai^ratioh. 

During aie late ig40s researchers at 
the University of Minnesota studied the long-term 
effects of a semistarvation diet on ZS indie conscien- 
tious objectors who volunteered for the research 
gCeys and others^ [19], as reviewed in Bruch {5], 
Gaifhkel and C*amer [13], Garfinkel and others [15], 
Gamer and others [18]). None of tiie men was 
anorexic. In fact before the study began, the investi- 
gators carefuHy determined that each of the men was 
physically healthy and psycholc^eaUy well-adjusted. 

What follows are a few of the many 
striking parallels between some of the commonly 
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noted features of anorexia nervoM and ^^^^ effects of 
a semistarvatibn diet on normd males (for a fuller 
eomparisbh, see Garner and others [18]). 

Qbsessidri 

: _ : Although anorexics stubbornl3r refuse 
to eat, they are often prebccupied wiai food and food 
preparatibh. They /'^yor'\c reading, and 

talking about books on cooking or nutrition, Sbitie 
anorexics will secrete food from the table and hb^ffd 
it in their riSSSi, as if pteUmig to eat it later. As the 
mde volunteers in the Minnesota study lost a signifi- 
cant amount of weighty they became similarly ob- 
sessed with food, eating, and eboMng^ to ffie pbmt 
where they could cbhcen&ate on very little else. The 
hbardihg of food and cooking utensils was commonly 
pbseiyed. Several of the men fotrnd themselves 
thinking atout careers in food preparation, and three 
became chefs after tiies expefiiheht concluded. 

Unusual Eating and Drinking Habits 

Many anorexics^evelbp strange ways 
of consuming what little food they ^bw tiiemselves 
to eat. Fbr es^ple, they may cut each piece of meat 
into four identical pieces. Then Uiey will eat only 
three of them, maSdng sure that fee fbrk dbes hbt 
tbUch their Hps and that _ffiey^ i^^ chunk 
ejaetiy 12 times. Sometimes they mix foods in 
strange wajrs, such as putting vinegar and sugs^ bn a 
pi^ce of lettuce. Some aiiOTexicsc 'live on" diet sbft 
drinks or coffee. The list of rituals, bizaire practices, 
and oral habite goes on and on, but the important 
pomt is that every one of them was observed in the 
semistarved male vblunteers. 

Emotional Disturbance 



^ Descriptions of anorexics commonly 

note their depression, anxiety^ and contentiousness. 
Although the men in the Minnesota study were 
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carefully screened to exclude tlie emotionaUy unsta- 
ble, semistafyatidn produced prdfrnrnd emb^^ 
cMnges.^ general, &e teesl^ld for iieg^tive^^ 
tibnal reactions was lowered. In response to little or 
no prcvocation^ the men became depressed^ angry, 
and anxious. Some -became apathetic ^nd overly 
attentive to wtet brdmarily _ would be minor aches 
and pain. Two of the men became grossly disturbed 
and were hospitalized for psychiatric treatment. In- 
terestingly, some of the men became eveh_more 
difficult to get along wittL when they were permitted 
hormal^access to food again. This strengSiens the 
conclusion that the prqcess of starvatidit creates 
powerful emotional disturbaSces above and beyond 
the impact of obvious nutritional deficiencies. 



Social Withdrawal 

_ - _ _ One of the reasons that 
vosa is so devastatmg for the family is that self- 
absorption makes the anorexic oblivious ib tiie needs 
of otheK. This is due hi p^ to ffie fanatic^ drive 
f or tiliMess, but the Minnesota study indicates that 
social withdrawal is also a result of starvation. As 
starvation prcgressed^ the Jtieii became mbre self- 
centered, inexpressive, _^d isolate Dealing with 
others became ''too much trouble** or ''too tiring.'* 
Sexual interests and activity ceased almost complete- 
ly. As was the ease^fbr embtibhal sfebjlity, all these 
indices bf self-^bsbrption persisted long after weight 
restoration beganc 

Binge-Eating 

From one-third to one-half of all ano- 
rexics periodically lose cbhfrb^ bf &eir pi^^ 
hunger and proceed to eat tremendous quantities of 
food. These episodes of buUmia (''ox hunger*') w 
also observed in some of the Minnesota^ to 
durii^ tiie stairatibn phase. Ditiing the rehabilitetion 
phase, m^y engaged in bm^ and a startling 

but extremely si^ificant finding was an increase in 
their hunger following a large meal. 
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ImpKeatidns of the: 
Minneseta Starvation Study 

- -. This research is fundamental to un- 
derstandmg: and teaching about both anorexia her- 
vo^^d bulimia. It suggests that chronic and 
extreme dieting of the type practiced by many 
adolescent jirls, same adolescent boys, and a fair 
number of educators of boUi sexes has very negative 
psychological effects. Since the weight loss efforts of 
anorexics are by definitioh more extreme, the psy- 
chological effects of starvation form an important 
part of the ^Hhg disorder. Unless they persist after 
weight restoration, however, depression, self-absorp- 
tion, and so forth shOiSd be considered significant 
by-pr<siucts Of stayation that are intensified by the 
dnve for thinness and the fear of becoming obeseJ2). 

^ The Minnesota study also highlights 

the basic paradox that ehguHs the anorexic (13). The 
dnve for thiimess^d the fear of obesity sustain the 
process of starvation. But starvationt results in ah 
obsession with fw)d and eating, a tendency to binge- 
eat, and decreases in alertness, ambition, and ener- 
gy, all of which threaten the anorexic's commitment 
to weight loss and control of herself. The anorexic's 
response to this challenge is to tighten her belt and 
her hps in further resolve to get Sin. Although self- 
destruction IS not her motive, the end result of the 
battle vvith starvation is the tightening of a noose. 



Gemfflenly Associated 
Characteristics 

Hyperactivity 

: Unlike people who are starving be- 
cause food is miavailable, anorexics may have ah 
extraordinary amount of energy in the initial stages 
of thei^ lUness (9, 22, 7). "This energy is usuaUy 
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expended in activities whieli contribute to weight 
loss, such as dancing tr doing calisthenics, but it can 
aIso_ be expressed in any activity which^contnbutes 
m the all-important sense of control" (22, p. 22- 9) 
initially the "driven" quality of these activities 
meets the approval of parents, coaches, and friends 
who encourage self-sacrificing dedicatidn to achieve- 
ment As time goes on, however, the hyperactivity 
assumes a ritualized i and compulsive nature that 
isolates the anorexic from the flow of ev^^ryday life 

Perfectionism and a Profound 
Sense of Ineffectiveness 

, , According to Hilde Bruch (4, 5), a 

worg-renowned expert on anorexia nervosa the 
stubbbm and defiant drive foT thinness is a compen- 
sation for an undifferentiated and intense feeling of 
helplessness. This is consistent with the clinical 
observatmn that many anorexics see themselves as 
sttipid and ineffectual in: a worid JiHed with complex 
challenges (231 Although the world of today's ado- 
lescent is indeed complex and challenging, the anor- 
exic s low self-esteem is built upon ai all-or-hone 
perfectionism that has no room for failure or degrees 
of success (13;,see Chapter 8 of this book). 

. When a profound sense of ineffec- 
tiveness IS coupled with extreme perfectionism and 
unmistakable talent, as is often the case, the result is 
alienation from self and from others. Self-aeeepiahce 
crumbJes m the face of unrelenting pressure to do 
well ^d the conyiction that whatever is accom- 
pli5,hed will not be enough. Other people, seeing only 
talent ^and drive against the backdrop of a "good 
home, cannot relate to the anorexic's insecurities. 
Paradoxically, the belief that failure and loss of 
control are always just around the comer may be 
responsible for the compulsive insistence on orderii- 
ness, structure, and goodness that keeps other peo- 
ple at a distance (23). *^ 
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Anorexia Nervosa witB 
BuMmie Gomplieations 

^ llie continuum ^ 
presented in Qiapter 1 makes jt clear that anorexia 
nervosa and bulin^a are not entirely distinct eating 
disorders. According to several recent reviews^ be- 
tween 10 md 47- percent of andrej^^ engage in 
bulimic behavior (9^ 12); That is,_ffiey have episodes 
of binge-eating follow by purging in the form 
of self-induced vomiting or abuse of laxatives and 
diuretics. 

In ffiis^regard experts speak of re- 
stricting versus bulimic anorexics (13^ 17). The 
utility of this division is supported by the finding that 
bulimiq anorexics are Signtf icantly ^ more disturbed 
thair resfrieting anbrcM^ (9, 18^ 23). Although the 
bulimic group tends to be more extroverted and 
sexually experienced, the instability of their eating 
habits seems to e3Cterid to many aspects of their 
lives. As a group &ey are more emOtionaUy unstable^ 
mqre impulsive, more likely to complain of various 
aches and pains^ more likely to report extreme 
conflict within their fam^ prone to the 

abuse of alcohol and drags (2, 18^ 23). In addition, 
before the onset of illness, bulimic anorexics are 
more likely than restrictors to have been overweight 
and to have had interpersonal difficulties inter- 
spersed witlK depfessibh, anxiety, and erratic 
ch^ges in moods (12, 18). Ironically, although 
bulimic anorexics su^e more like^^^ to admit their 
illness and participate in treatment, their long-term 
prognosis is poorer^ probably as a function of a more 
disorganized personality and the addictive qualities 
of bingeing and ptirging (9). 

- Researchers are continually extract- 

ing and evaluating hew subgroups of anorexics, such 
as those who vomit versus those who dp not. The 
principal implications of this research for school staff 
are as follows: 

1. Efforts to delineate meaningful subgroups should 
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riot oBseure the fact that each anorexic is an 
iridi^dual with complex feelings^ behaviors, arid 
values that are distiact from the drive for thin- 
ness and fear of fatness shared with other 
aridrexies; 

2. Not all anorexics corresporid to the stereotype of 
the perfectioriist, cbmpiiaiit, and sexually naive 

_ adolescent. 

3. Although a good deal of ftirther research is 
needed to determine the signifiemiee of diapos- 
tic subgrdups for the preveritidri and treatment of 
aridrexia nervosa, bulimic anorexia seems to be 
more closely related to bulimia (see Chapter 4) 
than to restricting anorejcia riervosa. 



Anorexia Nervosa Versus 
Olfier Psyefrolo^eal 
Disorders 

: . Given an increased public awareness 

of anorexia nervosa^ it is iriiportant that education 
eriipldyees arid others interested in adolescents not 
iriferpret every significant loss of weight as arioreaa 
nervosa. Here are a few disorders that riiay be 
confused with anorexia nervosa (5, 13, 15). 

Endoerine Disorder 

Addison's disease,: which edriipro- 
mises the functidning of the adrenS glands, produces 
symptdrilslhat superficially resemble anorexia ner- 
vdsa (6, 13), Victims lose weight* vomit, Mt very 
little, show little interest iri sexuality Mid sddalizirig, 
and have lowered blood pressure arid body tempera- 
ture. Generally they are very concerned about their 
rapid weight loss, however, and they try hard td 
keep food down. In addition, in. Addisdn's disease 
patients^ Urilike victinis df pdrejda nervosa, the 
potassitari levels are elevated instead of reduced (13). 
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Psychogenic Malnutrition 



, 'Tsycfiogenic malnutrition'' refers to 

an extreme loss of weight that has a psychblogieaJ 
origin— that is> it has no known phy^^ (4, 
23^. This would apply to a de^^ person whose 
laefc of motivation and general withdrawal encom- 
passes a loss of interest in f(KKi. It would the 
appropriate label for the nutritional status of a 
paranoid schizophrenic whose refill to eat is based 
on tiie delusion that the food is poisoned or pos- 
sessed of evil powers. 



Gdnversibh Disorder 

In a conversion disorder Hie patieht 
Uncdnscidusly converts an intolerable nnotional con- 
flict into tiie symptoms c^f face-saving physical illness 
(1, 24). In some cases coirflicts Qvex" sesiality or 
dependence are converted intii loss of ap^^ prob- 
lems wth nausea and in^ and uhcontroUable 
vomiting after any sort of f^ intake. These pa- 
tients may be mistaken for anore^dcs because aieir 
ostensible concern about emaciation aSd their will- 
ingness to cbdprate /vdth w^ restoration efforts 
are cbhteadicted by their resistance to therapy and 
their comfort with the role of patient (15). In these 
patients the -denial of hunger and Hie inability to 
keep food_dowh indirectly communicate distress 
about interpersonal problems; they do not represent 
a drive for thinness. 



Sipifieanee 

: Consideration of other disorders in 

which appetite is reduced and weight is lost high- 
lights the distinctive features of eating disorders in 
general and anorexia nervosa in particular. As Aii- 
dersen (2) emphasizes, the diagnosis of anorexia 
nervosa, should be based on ffie presence of "posi- 
tive'' sips, not the exclusion of other disorders. 
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These sigjis, each of which is missing in the preced- 
mg disorders, are as follows: 

1. A drive for thinness 

2. A morbid fear of beebmihg fat 

3. A distortion of body image 

4. The refiisal to eat properly despite an obsession 
with food 

5. Dangerous methods of reducing and/or purging 

6. Episodes of binge-eating. 



The Effects 

of Anorexia Nervosa 

Psychological 

, As the illness progresses^ aiioreades 

expenenee severe psychological turmoil, ehfohic 
^ety_ about weight gain and appearance, the ef- 
fects of mahiutritioii on the brain, the severe stress 
involved in combating the body's natural inclination 
to mamtain weight at a healthy level» and, in some 
cases the very real threat of binge-purge episodes- 
all t^e theu- toll. Over time the anorexic becomes 
imtable, hostHe,^ indecisive, depressed, defiant, and 
resistfflit to change (23). The obsession \iwth reducing 
and the effort necessary to overcome a mounting 
hunger create a fog ffiat blankets normal psychologi- 
cal functiohmg, leaving the anorexic at times in what 
amounts to a dissociated state (5). 

Physieal 

- 1^ The physical effects of anorexia ner- 
vosa represent the interseetibn of starvation, chronic 
stress,^and the abuse of weight control methods such 
as ^overexercising, self-induced vomiting, laxatives, 
ani diuretics (10, 13). The effects of starvation and 
purgatives can be severe and even fatal. Currently 
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ffie mbit^ty rate is ^tween 5 and 3 percent (2, 13), 
but it has Been as High as 10 percent in the past (13). 
Thus, even though an anorexic says she ''feels fine" 
and her parents claim ''she is very active hesflthy 
as a horse," it is irnportent that all anorexics receive 
careful medical evaluation (2). 

Siarvaiion 



1 Starvation has at least a score of 
negative effects oh psychological and physical func- 
tioning (2, 10, 13). Those that sabotage the anorex- 
ic's battle with hunger anjd significantly threaten her 
health include the foHbwing: 

1. Nmnerous problems with the brain-body systems 
that .regulate basic ladily iunctibns. Thus, sleep 
is disrupted, it is _difficult to stay warm, and 
sexual dnve is decreased. 

2. Cafdiiivasaalar problems sach as slow, irregular 
heartbeats and a drop in_blo<)d pressure. /Hiese 
resist in ligfit-headedness and dizziness that 
worsen during exertion. 

3. Muscle wasting and muscular weakness. 

4. Susceptibility to severe and sometimes fatal ill- 
hesses, such as brbnehbpneumbnia and kidney or 
cardiac failure. 

- Starvation also^ has some less severe 

effects that may serve as warning signs of anorexia 
nervosa (see Table lO-l, pp. 254-55): 

1. The hair on the head becomes thin and brittle 
^id begins to come out in clumps during comb- 
ing. 

2. A fine, raised white hair called "lanugo" appears 
on the cheeks, neck, forearms, and thighs, proba- 
bly to conserve heat. 

3. GasSqintestihal sjrmptoms, including chronic 
constipation and abdominal discomfort (bloating, 
follow ingestion of even a smaH amount of food. 

4. The palrns and soles of the feet may become 
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yellowish in appearanee from a diet consisting 
primarily of vegetables such as carrots. These 
vegetables contain a yellow or red plant pigment 
called carotene. 



Weight Regulation Methods 



Repeated self -induced vomiting has a 
vanety of negative effects on each component of the 
digestive system J13, 10, 25, 26). tlie backwash of 
vomitus produces unusual patterns of enamel erosion 
and tooth degeneration, a process that is compound- 
ed by decreases in the ability of the saliva to serve 
its protective function. The throat arid esophagus 
may be chronically sore or otherwise irritated, and 
the person may complain of difficulty in swallowing. 
Chrome vomiting can also cause lesions in the esoph- 
agus, and, in rare cases, a rupture ^11 be fatal. The 
stomach is adversely affected in ways that worsen 
the bloating arid digestive pain produced by star- 
vation. 

. . The major danger of self-induced 

vomiting and the abus^e of diuretics is a disruption <)f 
the pGtassimn-s(^ium balance necessary for the 
proper fimctioning of nerves arid muscles^ including 
the heart. Low potassium levels^ealled hypokalemia^ 
can develop without much warning. The result is 
fatigue, muscle weakness, muscle spasnis (tetany), 
diminished reflexes, and a wbrsening of diepression 
and irritability. Abuse of diuretics also contributes to 
debydration, which magnifies the weakness arid 
hght-headedriess created by starvation arid bypokale- 
mia. Severe hypokalemia eari cause convulsions, 
irregular heartbeats, arid fatal heart or kidney fail- 
ure. Unforturiately, research suggests that the ef- 
fects of hypokalemia may be particularly pronouhced 
and even deadly duririg the type of intense and 
proloriged exereisirig seen in many cases of anorejcia 
nervosa. 

^ The abuse of lasatives exacerbates 

the digestive probleftis created by starvation. For 
example, stomach discoriifort, cramping, arid, para- 
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db^desffly^ cbhsHpatio^^ worsened by chronic 

laxative abuse. Such abuse also leaves the anorexic 
weaker by making it more difficult for the intestines 
to absorb fat, prbteirii^ edciurh. In cases of 
exti-eme abuse the bowel becomes completely 
dysfunctional. 

_ It is important to note that some 

aribrexies md buKmics induce vomiting by ingesting 
syrup of ipecac (11, 28). This product is available 
oyer the counter, and many, parents buy it as a^f^^ 
aid .measure that enabl^is them tb stimcflate vqrhitihg 
rapidly m j^ses of accidehtal poisoning. Chronic use 
of syrup of ipecac as a weight regulation method 
creates all the dangers of repeated vomiting, ^^p^^ 
another , more deadly one. S^jrup of ipecac contains 
emetine^ Wite rep use, emetine builds up m the 
heart, weakening it dangerously. The much pubH- 
cized death of anprexic singer Karen Garpenter was 
attributable to emetine pbisbhihg. 



Chronic Stress 

Andfexia nervosa is JSbth a cause and 
an ei^eet of psychblbgie^^^^ Gohsequently, the 

physical effects of anorexia nervosa reflect the im- 
pact of chronic an^detyj tensi®, and dep^^ 
the hiiman body. In general these effects intehsifyr 
the disturbances of_ hunger, satiety, sleep, and sexu- 
aUty produced by starvation. 

Social 

^ The anbrexic's initial commitment to 
dieting is_bften based en a_ desire to be more popiilar 
br attractive. As progresses, however, the 

anorexic becomes increasingly alienated from bther 
people (4, 7^ 13). Obsessibn, fear, and starvation 
make anorexia jie^ that be- 

wilders, horrifies, and antagonizes others. One recent 
study found that in general anorexics 'Uead dei^^^ 
in^, restricted, and jbyless lives, with feelings of 
personal inadequacy at work, and often overwhelm- 
ing social and family problems" (27, p. 56). 
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Teaehing Ajxmt Anorexia 
NervQ^: Coiidusioss 
and Implications 

Definition 



- Gmdiisim. ^ nervosa is a 

3 • i - - • • V -» 

means "neryous Jaefe af appe- 
tite. In fact, anorexia nerydsa should be thought of 
as a dnve for thinness, an m-atibnal fear of weight 
pin^ and a distorted experience of the body. Togeth- 
er _these experiences produce fanatical measures 
designed to suppress a mounting sense of hunger 
and a concomitant preoccupation with food. 

: iMptpostwh. Discussions of anorexia 
nervosa should deemphasize weight loss and debunk 
the myth that anorexics have conquered hunger. 



The Effects of Starvation 

1 J Comtmim. The anbresdc envisions 

slenderness as the solutibn to life's problems. But 
mastpedple are not "designed" to be extremely thin, 
and^ tiius the anorexic 's efforts to reduce constitute 
starvation. Starvation jprdduees_ an obsession with 
food and eating, emotional disruption, social with- 
drawal, and a tendency to binge-eat. In other words, 
sl^ation generates a number of negative effects 
that mtensify many of the same problems that 
reducing was designed to solve. 

, Ifnplioitwn. A conscientious discUs- 

Bim of anorexia nervosa, one that tries to capture 
both the comprehensibility and the irrationality of 
the anorexic's motives, should include a section on 
the physical and psychological consequences of 
starvation. 
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Anorexia Nervosa with 
Bulimic Gomplicatiohs 

: Omclusim. A signifie^t nun^^^ 
anbre^des periodically lose control over their hunger 
and binge-eat. The prospect of weight gain and the 
uncertainty prcKluced by episodic helplessness propel 
these buliinic anbfeHcs tb hy^b r^ themselves of 
the ealones by self^induced vomiting, laxatives, and 
fasfing. But r urging only intensifies hunger and 
weakens the ability to resist it, thus setting flie stage 
for ehgifflhent by dailjr br even hourly binge-purge 
cycles. Those anorexics who are prone to l)uliniic 
complications tend to lead chaotic lives characterized 
by impulsivity, embtibhal instability, and bvert family 
conflict. 

- Implw^^ existence of bulimic 

anorexia emphasizes two major points. First, it rein- 
forces the critical point that the battle with starva- 
tion is a dangerous one; Second, not every anorexic 
is "the best little girl in the world" (20). 



Consequences of Anoresda Nervosa 

Concli^ion. ^bre>da nervosa is self- 
destruetiveand potehtiaU^ fatal, but the dieter who 
becomes anorexic does not intend to commit suicide. 
On the contrary, this person to gain control by 
achieving a highly ^alued ^tate in our culture, that of 
being slim auid tnm (see Chapter 7). For reasons not 
yet fully understood (see Chapter 8), in certain 
people dieting unleashes a fanatical commitment to 
weight less. This ^bsessibh is ultimately self-defeat- 
ing but self ^perpetuating. Specifically, anorexia ner- 
vosa produces stanration^ chronic psychbibgical 
stress, and physical abuse. These eS^ 
anorexic in a web that builds fatigue, confusion, and 
inadequacy aroimd an ex^^ core of anxiety- 

dieting-hunger-anxiety-dieting-hunger . Seeking vigor, 
the anorexic creates wealmess; seeking cbhtrbl, the 
anorexic manufactures helplessness; and seeking 
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cbmectibn, the anorexic finds herself ebmpieteiy 
alone. At the beginning, smeide was far fi-om the 
intention; at the end, it is a distinct possibility. 

: implmtim./^vi'^t^^e^mg the fi^p 

of anorexia nervosa is an important means of avoid- 
ing authbri^iam scare tactics and empathizing with 
tte authehfic concerns of adolescents. Gbneeptuaiz- 
ing anorexia nervosa as the bre^dbwn of coping 
strategies that ^e eiflturally approved and initially 
sueeessftl sets the stage for an effective discussion 
of adolescent stressors and both negative and posi- 
tive means of adiusting, It^sb ^umpizes the disor- 
der by, eneburaging teachers and students alike tb 
think about their own relationship to many bf the 
topics covered in subsequent fihaptere: dietihg^self- 
esteem, our oiltural bbsessibn with slendemess, 
biblbgical weight regulation, and sex roles. 
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CHAPTER 3 




description of the general signs 
and symptoms of anorexia nervosa simply cannot 
captUre .the : intensely pei^oiial side of : this tragic 
eatmg disorder. This efepter presents the ihSodue- 
tory portions of very lengthy mterviews that I (Afi) 
conducted separately with an 18-year-old Caucasian 
girl (referred to as '/V" for ''Viela") and her upper- 
middle-elass parents. 



TBe Melesee&t 

ML: How and when did your problems begin? 

V: I was in the eighth grade. That smnmer I visited 
my grandparents. At my gramdparente I wotiid get 
up ih the mormng, and sometimes I wbu^^^ stretch 
out or something. This really impressed mj grand- 
parents, tecause my cousin was a little bit over- 
weight and, sa&dugh I w^s just aboi^^ hbrrtid for my 
size^I did exercise. So I was special. I liked to do 
things for my grandparents. I would vacuum^ and I'd 
mow the lawn for &em^ and I started rUiming and 
they just^thbu^t tiiat was wqndeiM^ feeauseXw^ 
really active and I wasn't lazy, because my grand- 
mother isn't lazy at all. And so I had a reiQly good 
time there. i : ^ 

_ My j>arents and I left there, and on 
the way home I said^ **Why don't we all three go on 
a diet tc^ether?" My mom and dad liked Uie idea-^ 
because everyone talks about it Mtd because we were 
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c^mm home from vacation and stuffy and everyone 
thought they had gained weight, and so we never 
really mentioned it again. 

ML:_Wm made you suggest going 6n a diet 
together? 

V: Well, I had started to think about weight, arid I 
was just starting to develop. I remernber I had just 
gotten^new clothes, and when I put them on I just 
reahz^ I was loeking different. And I had also 
started-to wearjnakeup for the first time because I 
remember my grandmother asked me titake it off I 

^ did, but then I liked being 
the baby, and especjaffly how since I was just the 
toby left _ with my mom and dad. I felt confused 
about wmeh way to go. 

t i . .When I got home I was real excited 
about starting high school. I made the varsity soccer 
team,^and this is when I really started to think about 
exercismg and not eating. 

ML: I'm still not clear why you decided to diet. 

Y'- .1 know what made me actually 

decide. I hked how I was starting to look, but then I 
decided I would Jodk a little bit better if I iust 
weighed a little bit less. 

ML; How tall were you and how much did you weigh 
at that time? 

V^: I was 5'4" and about 105. I remember because I 
had just gone over 100. And 100 pounds just stuck in 
my niind .... 

M£:^ When you got back home from your grandpar- 
ents an<i began trying but for the soccer team, were 
you dietuig then? 

V: I^was just starting to run. No, I was eating normal 
but 1 was trying to cut out some of my eating, mostly 
fats, and then I started cutting out my snacks 
because Tused ta just come home from school and 
eat Jike aJi^e. Then I stopped eating lunch. It was 
a big deal, because we would aH eat lunch at high 
s^POOi. together, people started noticing when I 
said, WeU, I m dieting, I'm not eating my lurich " 
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At firet it wasn't a big deal because I wasn't looking 
like 1 was losing weight or anything. 

So I kept exercising, but my exercis- 
ing was getting to be very eompuisive. Gornin^ 
I'd jump off bus and st^ running, and the girl 
that lived next door would take my l^ks and drop 
them off at the front door. And then I started trying 
to fihd_ wa^ tiiat I ebmd lose more—diat I could 
start to sweat more, because I always felt so good 
after 1 had run. So 1 started putting saran wrap on. 

ML: Did you run regardless of the weather? 

V: Oh, yes. It was like hell bent for nothing, you Just 
went. I felt reallststrong. I'd run^ and then I'd go to 
soccer practiee^ But tiiat w^ aS that ! was doing 
really, just running and doing soccer practice. 

ML: Did you do exercises in the morning? 

F: ^started doing _st^ for jhy stomach just^before 
I'd get up in the morning. But it wasn't something 
that I thought about or planned ahead. That went on 
for a few months. Then I started to lose weight and 
it was stertihg to show. I wasn't thinking of it, but at 
school people were sajang, "Gee, you look really 
gCM3d/' i was Iwkin^ so I was probably 

down around 99^ or 97. 

Then people stbppe^^ stuff to 

me* so I thought, * 'Something's wrong here. I'U lose 
five more ppunds and get down to l^e about 92 or 
around there.'' And &en I had my eye set on 9Q, and 
so I started losing more height. By tihia time my 
mom and dad were starting to notice a change. They 
weren't really conceraed, but they were starting to 
get xibrieerhed. TheyM as* me^ '/ife^e you eating?'- 
''Sure I'm eating." But I wbiidn't eat and 1 had 
started kind of doing things in my head, planning 
ahead what to say to get out of thinjjs- L not 
eat brealtfast beeause I'd get up before them to go to 
school. I didn't eat lunch because I was at school, 
but Td tell them, '^Sure^ 1 had something." Then I 
would go to soccer and I'd come home and I'd have 
a little bit; I was storing, so I had to have 
something. 



Afi: Were you hungry throughout all this? 

Yeah, I was reaUy hungry, but I was trying to eat 
things that normal people eat on diets like ehiekeh 
n^le ^soup or cottage cheese. Then every night 
before I d go to bed I'd have like a big diet drink or 
a slush, so It looked like 1 was just eating in the 
normal way. ^ 

- , Then my face started to get shrunk- 

en, and my parents^ took me to a doctor. I didn't 
want to gp, because J thought they were crazy to 
think anythmg was wrong. But it was getting to the 
point where my mora and Md were saying 'Tou 

what to do._^ I especially wanted my dad to see me 
ruiming m the pouring rain, but I didn't want to talk 
to hira about It. I Uked the fact that I was doing 
somethmg even though he may not want me to. 

ML: Were you able to play soccer without eating? 

V: I was able to play, but I was starting to feel really 
nm-^o\TO. And when I was in school, all I would 
c..ink about was food all day long, I was so hmm 
but I wouldn't eat. No way. Especially at school 
because I really felt good there. 

^K^^u have trouble concentrating on your 

^mmy pO(^ I didn't even think about schooJwbfk. 
f?<?^^orkwa :. like, dropped. It was funny because 
I had ^ways f n i- really good student and school- 
work had com, -St But then it just kind of took a 
back seat; just 5 jating-food, food, food-came 

aiit^^?*'" ' ^'^^'^ '"^ - ^ 

P^^' ^ P-^ ' ^s^cMiatir ^ calories-I memo- 
m«d calpnes. Lw^l^ sis i ig lo get really involved 
with food and I v*a<, incvi.ig, ju^t kind of moving 
''^ *"V ^cause ^hey were into 
HtUe wo^d ^"^^ ^""^ separ2^ 
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M£: What happened when your parents took you to 
see the doctor? 

V: He weighed xne and I think I was around 96 or 
97. He^id, '''I want you to write down for the next 
two weeks what you eat." I said^ 'Tine, let's go 
home." Over the next two weeks I lost ten pounds. I 
was around like 87. 

ML: You lost ten pounds in those two weeks? 
F: Ye^ and the dbeter told my mom and dad, ''She 
needs to go to a hospitel right away." I remember 
when I went to see him the second time I was feeling 
really gocSi, ieeause 1 was wearing thesie pants I had 
worn when I was rj^yotmg, and I was just feeUhg 
so thin, it was just great. 

ML: So you didn't feel badly? You didn't feel that 
you needed to go to a doctor? 
V: No. I didn't know what it was all about really. 
ML: Were you angry? 

V: A little bit, bemuse I kind of felt like someone 
was tampering with the world I was making for 
myself, and I didn't like it. 

AfL: What was schc >1 like at this time? 
F: Things started to get feaUy bad. I was getting 
really thin and trying to cover for it, but in another 
way I wasn't trying to cover for it. I was wearing 
baggy clothes, but even with baggy dothes you cdUld 
notice it. I'd go through the haUs and people would 
say my nickname: "Annie" for anorexic. . . . That 
was just sick, but some of the ones who did it were 
sick. But I was getting noticed. In high school you 
don't g:et noticed, you're just a Uttle herd freshma^^ 
thes vant to squish on. And my soccer was coming 
to an end, which was good because it was getting to 
be too much. . . . 

ML: Were you stih exercising at this time? 
F: Yealu my exercis^^^ became A-number-one im- 
portant, before soccer cr everything. 

ML: At this time what i^d of food and how much 
mifht yov ?Bt in the cduise of a day? 
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TT: I wasn't eating any breakfast or Itmcfi. So 
probably all I was eating was around three or four 
hundred calories. Not much. At this point it wasn't 
h^d for me not to eat. It was getting to be easier; 
I d probably shrunk my stomach by then, and it just 
wasnt an effort hot to^ eat. 

. It was more of an effort and a prbb- 

Iem_ per I had eaten, because I was really starting 
to feel guilty. I remember we got our Christmas 
picture taken, and then we all went out to eat. I 
refused to eat anything. That was the first time that 
I Jiad shown that I wasn't going to eat in front of my 
brothere anW sisters. This was when my brothers and 
sisi.ej-s becaffie aware. And when we got the pictures 
back, Ehy mom wouldn't even send them out, be- 
cause I was really looking thin. 

ML: Tell me about going to the hospi' 

;F: The day before I went to the hc-sp 
home sround 4 o'clock and my mor-' am 
home. They didn't even say anything *o I 
knew something was wrong because .\cv . ver 
home this early. And so finally that niglx said. 
Why are you guys home? What's happening! " And 
my mom and dad saM, "W^ll^ we've decided we're 
going to take ydtttb the hospital tomorrow." And for 
aitinane reason, God knows why, Z was so mad, but 
I didn't say one thing, I just said, "Oh, okay.'" I was 
really mad, but I think inside I knew that something 
was wrong. ;fcibther thing, I kind of felt it might, 
you feiow, just be fun to go to a hospital for a day 
and then be back to the normal things. 

, _ . - The next day we went to the hospital 
and I j^ust knew something was going to be crazy 
about this place, because the lady that admitted you 
was the weirdest-looking thing I'd ever seen. I just 
got scared-I didn't faiow-when they said a hospi- 
tal, I was thinking a normal hospital— I never even 
thought of a psychiatric hospital. I dida't know what 
one was. And the doctors^ were just asking me 
everything, in front of my mom and dad, just like I 
was crazy or something, and I didn't know what was 
happening. By this time I was starting to cry, 
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because I get out of this place. I was on an 

adult suicide and depression unit, because they 
didn't feel Fd fit in with the t^^ and their 

drugs and stuff like that^ In effect I _w£^ kind of a 
go^y— I had always been— well, I had just not been 
a problem at home ever. 

Finally, my dad said, 'The best thing 
for us to do is just go. We'H ebme back and^s you 
or call you in a few days." So I started running after 
my mother, crying, and then they went through the 
doors, and I-U never forget— I just stc^^ 
bing away,^ through this door, and my mom'5 tryihg 
to r^ch through the door, trying to go for me, and 
my dad's telling he:, "No, you're not going back." 

ML: At this point did tiie doctors or nurses or 
anyone ieU you why you were there? Did anyone say 
anything about how thin you were? 

V: Well, they said, you Miew, "You're skinny. "_But 
in my head I was thinking, "I want to lose more 
weight". . . . 

ML: Did anyone mention "anorexia nervosa"? 

V: No^Vd never even heard of the word up to that 
point. So I go to dinner with the other patients, but 1 
wouldn't eat anything because I hadn't run that day 
and I was very mad about that. Tfe next day I get 
up, and they do all this testing and took blood and 
weighed me; I was losing weight still because I 
wasn't eating. 

Mhi How tall were you and how much did you weigh 
at this point? 

V: 1 was still 5 '4" and around 85 pounds. 

ML: When you looked in the mirror and saw your- 
self without any clothes on, what did you think? 

V: I didn't stand ift front of the mirror naked like 
everyone always asks me, but I used to stand in 
front of the mirror and I thought I looked normal. I'd 
look at myself naked but I didn't stand in front of the 
mirrdf, and I just thought I was normal. I liked my 
hipbones sticking out, and I liked it that when I laid 
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flat my Stomach would sink down. I just liked it— it 
was atto^ctive to me. 

Afi- TeH me about your first few days in the 
hospital. 

By the third day I was still losing weight-I was 
down around 80 pounds. So they started this thing 
where you have to gain one-fourth of a pound a day 
or stay in bed. And I was Uke, "Okay, right, you 
<^'t make me do this." So the next day I kept 
losing weight and I ended up staying in bed. So I had 
to stay in bed raitil I gained weight. Then it started 
to be rply weird-it was like a <:ycle-I'd gain, and 
then I would lose, and I wdtad be in bed, and then 
I'd gain, and then I would lose. I was supposed to ^ 
going to school, but when I didn't gain my Weight I 
had to stay in bed all day. So I startH hot earing, 
because I didn't want to go to school anyway. 

ML: Were there other ahoreade ^rls of boys there? 
V: Yesj this was the first time I had come in contact 
with other girls with anorekia. There was a ballerina 
giri and this other girl from the adolescent ward. I 
was really jealous of them, because one of them was 
really thin, and she had been in the paper for-I 
don't know why--she was not really famous, but she 
had some noFice about her because she had been in 
another hospital. She had been Kke a gifted ballerina 
and gotten so thin and everything that she was 
written up about. 

ML: Did they look very thin to you? Did you see 
them as being too thin? 

F: I thought they were ugly, but I liked that they 
were thin, although it made me jealous because I 
thought they were thinner than me. 

ML: Was the staff letting you exercise? 
F^No. So when I was in bed I would get up to go to 
the bathroom, but I would go in the bathroom and 
exercise. Well, they caught on to that pretty quick, 
and then they started taking me to the bathroom and 
all this kind of juhfe. Then I realized that I got 
weighed every moriiing at 6 o'clock. So I'd get up at 
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4:30 A.M. and weigh myse^^^ was okay [in fier 
eyes], I'd go baefc to bed. If I wasn't, I started 
drinking almost a gaUon—^ mean I could drink so 
much that I could gain almost five or ten pdurids like 
that. So it just became a little game there. 

ML: This is going to sound like a strange question, 
but how did you feel about the food? Were you afraid 
of it? 

F: J hated^it. I wrote poems and stuff about *:alories 
and how much I hated them. I hated it so bad, but I 
was so hungiy it tasted good md it was the first time 
I ate these kind of thihgS;_They brought me like 
starch galbre—doughnuts and powdered eggs and 
bread and everything— and I ate it, because I wanted 
to be out of bed. But then after I ate it, I just hated 
myself so much. 

ML: Why did you hate yourself? 

V: Because I felt fat. I felt like the food was just fat 
and that was it. 

ML: Did you feel like you were losing control when 
you ate? 

V: Yeah, but I had never thought of the word 
^'control." I just thought of it as like losing a 
power. . . .Yeah, I loved it when I didn't eat; I just 
thought it was great. I just felt so strong and 
everything^ I didnl want to start eating and chang- 
ing how I was. Because I had conquered hunger. . . . 



The Parents 

ML: When did you first become aware that your 
daughter had a problem? 

Mmn: She was 13 years old and had just finished 
eighth gr^ide. That summer she had some disappbiht- 
ments. She had tried out for cheerleading two or 
three (imes and had not made it, and the ninth grade 
tryoul was the final time Her very best frieni a^ 
that time had alf ) iriea out for it and made it. The 




iiight lier friend made it, we were feeling badiy for 
our daughter because she hadn't made it and we 
went to a pi22a places and as we were there, the girl 
walked in and just literally ignored her. 
Z^: Her other cheerleader friends cut her like she 
didn't even live, the kind of stuff I thought only 
happened in movies. 

M?m;_ Along; with that, she seemed to be having 
problems with her peer group. She'd go to the pool 
and there were girls there that literMy wanted to 
fight, physically. A couple of them followed her 
home and threatened to hit Jier because she was 
trying to be so prim and proper and so forth, and 
they were going to show her. ^ 

That summer she flew back East by 
herself to spend a ebuple of weeks with her grand- 
parehts. We came out early to meet her, and she 
seemed very different. I knew she was Jbhesome, but 
she had her family and grandpaients there, so I 
coulcin't Understand why she was acting so different- 
ly thanj'd ever seen her act. When we got there she 
was very conscious of what she was eating and of 
exercise. 

^ , Also she wanted everything planned. 

She'd wake up and say, "What are we going to have 
for dinner tpmght? WJiat are v^e going to do today? 
Let's have the day planned." 

ML: Was this need to have things planned present 
before the vacation? 

Mom: Yec. As we look back, we see some of the 
indications, but we didn't notice them at the time. At 
our previous house we had shag carpeting. If any- 
body was lying on the floor, she'd go in and "rake" 
it every time. 

Dad: That took place a year or so before, this great 
desire for even striations, even carpeting. If someone 
would walk across it, she'd get furious. But it wasn't 
serious enough to pay any attention to at the time. 

In retrospect we have never been 
able to determine— and I mentioned this to the 
counselors at the hospital— any great traumatic event 
that occurred during that time. 
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Mow; When we got home ffom the vacation, her 
personality change became— within a month it was 
unbelievable. Here was a kid who was happy 
before. . . . 

Zte^: She was staftihg to become a bug on exercise. 

And things had to be in order. She didn'E like 
to have anything out of order. If I put^ytluhg down 
On my; desk and weiit jway for five minutes, when I 
came Back it was gone. This became unbelievable 
later, so that I would just get furious and say, "If 
you touch my things when I put them down, I'm 
going to break your arm, because I want my glass 
there when I come back." But we didn't pay a whole 
Jot of attention to all these things, because I flibught. 
Oh well, it's just brie of those things." But my 
hUsfcirid said to hue, "I think she wants to do this 
eie^nihg bit too much. I really thfnk that we shbiild 
tr/ to curl fter. ..." 

^:ixd: It. was turniiig into ah ob'jeyjion -.;he 
/;i?^an^l5 running around with s vacuum cleaner— 
scrt of thing. It wasn't natural ft r a teenage 
• i - I got tired^bf it all: ... 

Then when ?;fiv? got back to sciiool— 
she was one of the fe^ irtshmeii who made the 
var'^ity soccer team.: Tit^ made it reasonable that she 
would: be interested in jogging, but then she really 
started to jog. She still looked good, but the exercise 
was conSnuing, and one of the first outside clues 
that something was wrong physically came fi brii the 
soccer ebaeh. After oar daughter had been on the 
team amonth, she got hit in the head by a ball. 
When we came over, the coach said she was ebh- 
cemed, becaUSiB bUr : daughter was becqriiing lethar- 
gic. The ebaeh said^ V We don't know, we think 
tliere's something wrong with her— the hit in the 
head, for instance, sttouldn't have had that effect" 
Arid she wasn't happy at school, al- 
thbugh she used to love schco!. Wlien things began 
tb happen, there was this tremendbus nbstllgia fbr 
the city we used tb live in, where she was pbpular as 
the deyiii where she had girlfriends that were close 
and all that. 
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Mom: In 9c ober she was losing weight and she was 
Gheab'ng food around, and she was planning all this 
to avoid us noticing that she wasn't eating. 

ML: Gah you tell me what mealtimes were iifc^? 
Mom: Dreadful. 

ML: Can ydU describe one? 

Mom: She would become sullen, and not want to talk 
to us afout anything. We were trying to bring her 
out, we were trying to reasdn with her, but occasion- 
ally we got mad at her, and she'd get up ffom the 
table and put her plate off to the side. She was not 
very pleasant to be around. 

She got more and more overtiy nasty to her 
mother, but she'd '^^"'ays ternper herself becaus I 
wouldn't stand for :s acting like that with me. 

ML: Did you comment on her weight and food and 
matters of that sort at the dinner table? 
Mom: No, not at the dinner table. I remembered the 
interaction of the parents with this young girl in an 
after-school television program cii anorexia nervosa, 
and so one of the things that I really tried to avoid 
was dwelling on food. 

Azrf: In fact, dinners were horrible, filled with 
reproaches, and my wife and I would sit there with 

our stomachs like this And we'd watch her 

fiddle around, and we'd say, "Aren't you going to 
eat anything?" And some nights I'd get up ?jid throw 
her plate, I'd get so damned mad. We . ouldn't eat. 
I'd get so upset because the kid is liter,.lly starving 
herself in front of us. ; 

^ : ; And we knew we couldn't force her 
to eat. This is what gave us— gave me— the combina- 
tion of complete frustration and unset, fear, and 
complete anger— this ambivalence— toward this will- 
fulj damned brat. . . . On the other side, here's my 
baby, sUiving to death. And it was horrible. It was 
hellish. 

ML: Did the term "anorexia nervosa" come up at all 
at that point? 

Mom: Yes it did. One day I had come home from 
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work early and she was particulariy mad. We were 
talking and I said, "Does the way you're eating 
rernind you of anything we have se^n together?" And 
she said, "What do you mean?" And I said, "Well, 
just some of tht interaetibhs and Ihe way this is 
eyolving make me think of the program we saw 
tdf ether about this girl who was anorexic and was in 
the hospital and wouldn't eat, arid the way her 
parents tried to force her to eat." And she said 
"Yeah?" Arid I said, "Well, do you feel that you 
have anything that's like that at all?" And she said, 
"I don't know. Do you think; so?" Arid I said, "Well, 
I don't kngw, because I don't really know what 
you're trying to do. For one thing, I know that 
you're losing weight and you're not kidding jrie. Arid 
I don't know if you re tryirig taJkid ybursetf of what 
the story is." Theri she said, "Well, it's none of your 
busiriess." 

_ As time went on, she would really 

blow up at me. Here's a kid who riever had words 
with me. Arid going through the younger years and 
\ery early stages of 10 and 11 and 12 and all that-it 
was a Breeze. 

ML: Were those fights arid blowups alw-^^ys about 
lodd? 

Mom: No, they weren't nee^ssarily about food at all. 
It would bejust about anything that happened. We 
could not agree on a nything. And at Orie point, wheri 
she was really gettirig to me, I fitially realized she 
reserited that I was gorie and that I was working. It 
came but very vividly that I had stayed home for 23 
years but I couldn't stay home for her. 

ML: Tell me about the decisibri to see a doctor. 
Mom: At first there were so mariy little thirigs that 
were said, but they wereri'tiimpbrtant enough to 
really pay Mteritibri tb therii. But when they finally 
begari tb add up, I decided that I wasn't going to fool 
around with a family doctor that didri't haveariy idea 
^bout this at aU. My daughter-iri-law'sjieighbof was 
a riurse at a local hospital— arid they had a very good 
friend whose daughter was anorexic at age 14— arid 
sne brought a book over for me to read. . . ; 



74 73 



ThePamtts 



ML: Can you recall the title? 

Mom: It was The Golden Cage [by Hilde Braefc 
Cambridge: Harvard University Press, 1978]. I 
scanned enough of it in an evening to decide to call 
the nurse and get the name of a doctor who would be 
able to recognize anorexia nervosa. I got the name 
and made an appoihtment. She was then about 5'5" 
and 95 pounds. 

-- She was furious at me for taking her. 

Her personality was changing. . . . This kid had 
never had a spanking in her life^ You don't have to 
spank a kid who never does anything wrong. She 
was a perfectly terrific kid. 

What made this very hard for us to accept vtras 
that the four older children— bur daughter is the 
yduhgest by^ almost five years— had literally gone 
from the same womb through the same procedures. 
We hadn't made any radical changes in discipline 
and so forth. All four ^aduated from college. I'll 
also 8.1'/ right up to that time we were quite self- 
ebngratulatory about this, and I'm sure were even 
rather intolerant of other people who hadh^t raised 
their kids as well, jyohg comes this obstreperous 
kid, and she caused thic big trauma of fright and 
anger and— what the hell's the matter with this kid? 

ML: Gould you describe some of these personality 
changes? 

Mm: She became angry at everything that was said 
to her. Sliie cut oK her friends, she didn't want to 
have anything to do with them. She had decided at 
that point that people here were hot like her friends 
in the town where we used to Uve. She said, *They 
all have to have sex, they drink, they smoke, and 
none of my old friends are doing that." You fciiow, 
we had the regular talks: "Now, you've got to 
r^ogtiize that everyone is changing at this age. Your 
friends are changing too. And hopefully they're hot 
drinking and smoking and having sex. , . ." 

Z^: She was putting herself bh the outside, that was 
clear. 

Mom: Right. And !5he was saying, "This is all wrong. 
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I'm not going to have; anvthjnjR to. do any of 
them because they're all doing this." And so one by 
dne, _she v/as eHminatihg her fii^^^ She was also 
ranniat f ight miles a day ofter going to soccer 
practice. 

Mi: What was happening in school at this time? 

Ba^\ Very antisocial behavior. No friends and she 
was miserable. 

ML: Did she have any trouble with her schoolwork? 
/ferf: No, she could keep her marks in decent shape, 
although there was no question she wasn't able to 
maintain concentration 

M£: Was she upset about her studie;.? 
M&m-. 9h yes, she did become obsessive about her 
studies. At a later point she did. She would have to 
get all her homework done, and her typing teacher 
told me, ';'J have never had a student who wants to 
go thrbugh every book, and do absolutely everything 
and be ahead of everyone else." 

iSa?: But it was more rote mechanical memor^^^ 
almost a try to grasp it and squeeze it all in. But she 
was almost correspondingly ineffective in math and 
subjects where she had to think, where her mind was 
free. . . . 

Mom: The counselor called me and she said one of 
the classroom teachers iiad noticed that our daug:hter 
was very .tired. 9f course, she was dropping weight 
more rapidly as time went qiij and she was getting 
very sullen and resentful.: She was losing all this 
weight, she was doing all this exercise, all this 
ruhhihg, and she was exhausted. 

ML: Was she still playing soccer at this point? 
Dadi She had lost interest by then. She thought tliey 
were a bunch of jerks. She just didn't give a damn 
about anyone.^ There jyere a couple of times that 
resdly; depressed me. She was lying up on her bed 
and she was raving. . . . 

Mtm: Screaming and crying. . . . 

Bad: ... and I thought, "She's crazy." . . . 



75 



ERIC 



ThePorents 



ML: It sounds like things had deteriorated almost 
completely by the time you were getting ready to go 
Back to see the doctor. Was she purging jbr using 
diuretics or laxatives or anything like that? 

Mom: No,: no. Well, she did teH her sister-ih-law that, 
after we had^beeh but for a huge brunch, she said 
she felt "horrible" and "hated herself " and then she 
went out and bought laxatives. After she took them, 
she got really sicfc;^ she got weak and she almost 
passed but. She didn't tell us that, but she told her 
sister-in-law, who said, "Well^ that's going tb hap- 
pen. You could get sick and you cbiild pass out 
taking those. It's Very, very dangerous." And she 
was stiB-ybifflg enough that those things scared her^ 
and I think she pr obably tried to purge a couple of 
times, but that also scared her. 

ML: Tell me about the period right before she was 
hospitalized. 

Mom: When we went tb the doctor for the second 
time^ a week later, she was down from 95 to 90 
pounds. She told him what she ate and he said^ "I 
don 't understand how you 're down to 90 pbunds if 
you've eaten what you said you've eaten." And she 
said, "How doyou k: ow your scale's right?" And he 
said, "Well, I'm quiLe sure my scale is right.' - But 
she was so very sullen and said, "I do just what I 
please." ^ 

Then she weni outside and he told 
us, "I very definitely feel that yoU haVe a rta; 
problem. I would suggest that ybu seek out a 
psychiatrist or psychblogist, whichever." After we 
asked, he recommended someone at a nearby univer- 
sity. I tried for about three days to get bold bf this 
person, but when I finally did, he said, "I can't see 
ybu fbr about a week," 

, , By this time things were getting 

worse and worse daily. And she was saying things to 
me like, "I'm gbihg tb kill myself. I'm either going 
tb starve myself to death or I'm going to go qyer the 
nearby dam." She had me scared. And she was 
saying all of this tb me and aVbiding saying any of it 
in frbnt bf her dad. She was nasty but she wouldn't 
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teH him anything. 

First of i thought I was 6y^ 
acting— and my husband thought 1 was overreacting 
at first— but then I called the doctor at the university 
back. When I told him what she said,; he said, 
"You're not overreacting. Get her in the hospital." 
Bad: The day that it actually came to pass— it was 
November— I was standing out in the garage, and I 
see it _ pouring rain, and for maybe the second or 
third time that day, there's our daughter, running in 
the rain, up and around the circle, and she comes 
around and keeps right on going. I went back in the 
house and I said, "There's something terribly wrong 
with this kid; she's sick and we've got to do 
something." 

ML: It must have been frightening. 
Dad: Scared the hell out of me; 

ML: What happened when you told your daughter 
you were taking her to the hospital? 

A^w: Well, after she was through running in the 
rain, she came in and we told her. She cried and was 
upset and said she'd be fine. But the next morning 
we took her to the hospital— that was an experience 
beyond belief. When we took her into the ward and 
fmally did leave her, she: was literally pulling at me 
and dragging at me, "Mom, don't leave me, don't 
leave me. ; : :" 

£^d: A locked psychiatric ward. 

ML: This was not an eating disorders unit? 
Mom: Ho, they thought she was better off to stay in 
an adult psychiatric tmit than to go into the adoles- 
cent unit where they were having drug problems arid 
drinking problems. But the adult unit was scary. 

: Later she would scream at me on the 
telephone, and call me everything under the sun, if I 
didn't do exactly what she wanted me to do; I was 
just torn apart, because yoU can't keep tearing into 
her. I'd go down there every single night . . , and if 
she eouldn^t manipulate me totally from the time I'd 
arrive, then later she'd get me, you know, she'd keep 
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me pn the telephone^ sHe'd scream ah at me. 

She'd tell rre: ±his was a crazy place I'd put her in, 
and why was J doing this to her, because ihere was 
nothing wrong with her, and there was something 
wrong with all the rest of us. 

ML: How much did she weigh the day she went into 
the hospital? 

Z>fe^: She was 5'5" and she weighed about 80 
pounds. 

ML: Looking back on it now, how would you 
describe what you went through emotibhally? 

Mom: Muctlater, in support group we finally did see 
a pattern. We were there for several evenings and 
maybe several weeks and, the next thing you know, 
someone else there would come who was at the same 
stage that we had been five weeks before that, and 
they were going through the same feelings ... the 
sadness. ... 

JDto/: No, j think you start off with, if not bewilder- 
ment, surprise: when_ you first come home from the 
hospital, you're almost thunderstruck by the implica- 
tion that you've got a mentally ill child. Dependirig 
on your personality^ what's r under- 
neath is that you're scared silly and upset and 
frustrated at the insidious nature of it. The real 
frustration of the thing is that^ on the one hand, 
you're terribly upset and worried, because this kid is 
ili a Jife-threatehihg position. On the other side, the 
one who is doing this to you is creating more damage 
to you than anyone else yon know could, because 
ydU could shut others off o^^ or defend against 
them. So there's the combination of almoBt hate at 
times toward "^"^is child for the pain she's bringing— 
you've ^ot thji>. damnM mixture of ebmplete upset, 
scympathy, affeet^^^^ so forth— and at the same 
time^ there's real enmity for the same person who's 
doing this uniquely to you. How do you defend 
agmnst someone, in whom the threat exists as well? 

- You may cover this mixture up— my 

wife's way is to be upset and I suppose the way I 
hi; 'die fear is anger. The cukure doesn't allow me to 
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t.y and c<i'ry bs:: v ; t g; : i x6 z fighting mode, but 
who tiie hell can i ii^r. ' :4\ wife, the woinan I worfe 
with, whom I'm dosest lo. r fight wiJEh her and so 
forth—you're upset all th ':iii>e, and it's got to come 
out somewhere. . ; ; .. . . 

Thm gradiK^f^y there's kind of a re^^ 
igiiatioh. This is also insidious in that the resigna- 
tion, I think, is admission of the fact that there's a 
real complete and iSrrhahent depressed feeling. 
Eyen now I find it difficult to forgive my daughter 
for what she's done to us. Even though intellectually 
I understand it, it's another thing to feel it emotional- 
ly. I have a hostility toward my daughter. I can't 
help it, even though I understand it, because none of 
my other four children ever did to their mother or to 
me what she has. It's pretty darn close to the 
surface, there no question, because some of her 
stupid selfish habits will tngger it. 

^ But then there's also a little bit of 
pleasure and happihess— you feel good when she's 
beginning to make progress and her weight's coming 
back— now she's in budding health again, she looks 
good, and in that sense we feel good. But the 
permanent residue of this for me, and I think for our 
daughter too, is that wt are much more:. . . "cal- 
loused" is too strong a word and "tough" doesn't do 
it. . I have a lot mf^re latent suspicion of her 
motives, I have a lot more permanent feeling of, here 
comes that crap again. I honestly wish I were more 
rid of that, but I'm riot. 

Mow: My feelings are not as strong as my hus- 
band's. My feelings are much Jridre tempered as I go 
along, arid I do riot think I have the feeling of 
leftover reseritment. I'm so pleased that she has 
come along as well as she has. I am so thankful that 
I almost feel maybe I better feel haopy znd pleased 
about it.: After all these years that wc woiked so 
hard to help her, we've got to feel good about it. 



* * * * 
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Epiiogw: This transeiipt is the introductifT K 
interview that runs four hours and nearly gC type- 
written pages. The daughter's anorexia hervosi.' be- 
gan when she was 13. Her parents have be^n 
^ough a great deal, and they have given a great 
m iaraily tterapy, in support groups, in volun- 
teer work for an eating disorders association, and in 
a continuing commitment to their daughter. 
1 • L Yi^^ ^® currently 18 years old and 
uvmg at home^ She was released from the hospital in 
Becember of her thirteenth year, but rehospitalized 
the day before her fourteenth birthday in mid- 
Janu^ when her weight plummeted below 80 
pounds. At one point following: her final hospitaliza- 
tion she began binge-eating a certain diet snack food 
to the extent that her parents became the second 
largest bulk purchasers of that food in the state. She 
wa& also apprehended several times for shoplifting 
food, even though she had plenty of money with 
which to make a purchase. She barely managed to 
graduate from high school, principally because her 
egocentne refusal to participate in the school routine 
^i? hyperactive involvement in worlang three 
jobs led her to miss too many classes. She has never 
had a menstrual period, and she continues to hold 
down several jobs as a waitress and to exercise a 
great deal, if not ritualistieaHy. Her father is very 
concerned about what he perceives as her need to 
keep moving, to keep active so as i^ rt think and 
teel too deeply about anything. Her mother is more 
concerned with her daughter's social and intellectual 
immaturity than with her activity level. All in all 
however, their daughter is doing much better, thanks 
to anexcellent hospital pro-am an expert on eating 
disorders to whom they were referred by a national 
eating disorders association, and her parents' love 
At j>resenfc her weight is up to 105 pounds and she is 
making a few friends. Her parents were elated about 
these small steps she is taking to recover when one 
lUght she called from an ice cream shop to say that 
she had stopped there for a snack. 
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8 P.M. Candy bar on the way out; I walked to the parking 
lot^ Tom— SO- torn. Cold, wet from rain, and alone. 
Hmmm— [a restaurant) or-Stay here? Pace, pace, pace. [A 
restaurant] it was. Chili. BLT, grilled cheese, fries, miBc; 
TT^'ew up. Pretended I was waiting for Sally; must have 
asked ^e waiteess fom- time had s€en her. A girl 

asked me to join her aid her fnends, "Mihh, I really must 
find my frieridi." I lied. Pretended to have called Sally. 
^§^1 A A^^^ [Anotiier restaurant]— sundae arid parfait 
Home; threw up. 

9:30 P.M. So weak, numb. 

1 1 :45 P.M. A diet Squirt and here I am. I hope I lose 
weight; I hope I disintegrate. 

—From the diary of a bulimic college student (Neuman 
and Halvorson [16. p. 44]) 



GenersQ Definition 



Btflimia ("ox htihger ' ') is an eating 
disorder cfiaractenzed by (7, 9, 16)— 

1. Abhbrm^d increases i^ aeed to 
eat despite the absence of subjectively experi- 
enced hunger. 

2. Distinct and inconspicuotis episodes of binge- 
eating, that is ^ "rapid ingestion of large quanti- 
ties of food** in secret (9, p. 582). 

3. Attempts to undo the effects of bihge-eatihg by 
self-induced vomiting, restrictive dieting, exces- 
sive exercising, or use of laxatives, diuretics, and 
diet pills. 

4. An inability to stop bingeing despite the percep- 
tiori that the urges,_ binges, and purges are 
unwanted and abnormal. 
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Terminology 

. , : The following glossary may be Help- 

ful m sorting out the many ways in which "bulimia" 
or "bulimic" is used (2, 9): 

BULIMIC ANOREXIA: 
As discussed in Chapter 2, jneets the criteria for 
anorexia nervosa and bulimia simultaneously. 

BULIMIA NERVOSA: 
Meets the criteria for bulimia, and purges with 
self-induced vomiting and/or laxatives/diuretics. 
Was formerly anorexic or extremely thin, but is 
currently within the normal range of weight-for- 
hfiight. 

NORMAL-^WEIGHf BULIMIA: 
Meets the criteria for bulimia but was not 
formerly anorexic or very thih^May have been 
formerly overweight^ but is currenth' within the 
normal range of weight-for-height.* 

BULIMAREXIA: 
Identical to bulimia nervosa, except the person 
need ^not have been anorexie or very thin. 
Bingeing and purging occur together along with 
several psychological aspects of anorexia ner- 
vosa: preocrr?oation with food and body size, 
perfeetiohisn :.?cial withdrawal, and low self- 
esteem (3). 

BULLMie BEHAVIOR: 
Extreme hunger and/or binge-eating that are 
either pleasurable ("pigging out") or attributable 
to some org^ie cause (such as brain tUmbr, 
diseontinuance of anti-depressaht medication). 
This should be considered disordered eating, not 
an eating disorder. 



_ Virtually nothing has been published about the overweight bulimic 
Such j^ple exist certainly, but it is very important to distinguish 
between^ bulimia and obesity as defined in terms of excess weight-for- 
height. As discussed in Ghapter ?, it is a myth that overweight people 
are compulsive or out-bf-cohtrbl eaters. 
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The overlap in labels and definitions 
for the yarious types bl bulimia can e confusing; 
Fortunately, recent research by Garner and_ Garfihkel 
suggest&_ U^^^ based on current or past 

weight may weil he moot (9). They found that 
normal-weight blUimics differed from re^^ an- 
orexics along the s^e dimensions as did bulimic 
anorexics (see Chapter 2, p. 50, and Table 4-2). This 
research confirmed Gamer and Garfinkers //clinical 
impression that the syrrplom of bulimia, whether it 
occurs in anorexia nervosa or in patients without a 
history of emHciatioh, is vr ^^v often associated with 
similar clinicai features th^i can be distinguished 
from those found in patients :^ with the restrieting 
subtype of anorexia nervosa'' J9, pp. 581-82]. In the 
future,^^ the various bulimic syndromes— bulimia ner- 
vosa, normal-weight bulimia, and bulimarexia— will 
be known as butimid nervosa (see the Introduction of 
this book). 

Natural History 

- Before ebnsiderihg the individual fea- 

tures of bulimia, it is helpful to think about this 
eating disorder as the outcome of a process that 
encompasses many normal or at least eommbh as- 
pects of growing up (7, 16; see Chapter 9 for a full 
consideration of the causes of bulimia). 

^ Bulimia usually begins 
15 and 20 (7, 15), although before this time many 
bulimies have^^problems with eating habits or weight: 
anorexia nervosa, childhood ofesity^ adolescent 
weight in the: higlwrorraal ranp,^ lifelong fluctua- 
tions in. weight. In many eases _bulirnia_ begins with 
the ihstituticrA of ? diet following a distressing life 
event (the breakup of a romance), a challenge (mak- 
ing the gymnastics team>^ or : any situation that 
encourages Lhe p^^ body shape and 

its links with control, popularity, and achievement. It 
io probably not coincidental that the peak age of 
onset fof: bulimia— 16 to 18— is a Jime of transition 
from high school to college, from high school to 
married life, from the family to independent living. 
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Ristnetive dieting usuaUy results in 
wei^l less, and as such it is often encouraged by 
family, fnends, and our Ciilture (see Chapter 7) The 
Minnesota starvation study (see Chapter 2) has dem- 
onstrated, however, that this type of deficient diet 
produces a preu cupation with food, a ten dency to 
Dinge-eat^ and emotional instability. At some point a 
minor indulgeiice or a major disappointment cata- 
lyzes these effects of self-starvation into a binge- 
eating episode. 

: : - . - The initial episodes of overeating are 
experienced as both pJeasurable and horrifying This 
mixture simultaneously intensifies the need to diet 
and mo-eases the probability that a binge will again 
be used to relieve the mo'Jhtihg urge to overeat that 
dieting creates. Harassed by this impasse, many 
bi^hmics discover self-induced vomiting, and the tran 
IS sprung: ^ 

- ^ ^ During the first year of bingeing and 

purging, the bulimic tends to lose weight. This loss 
produces an increase in starvation-induced hunger 
and the iHusion of having stumbled onto a way to 
binge and_ reduce. Consequently, over time the fre- 
quency of ^bingeing increases, the amount eaten 
uunng each episode rises, and the frequency and 
sc/enty of purging foHows suit. 
. , . ApprdJdmately one-third of the calo- 
ries token m during a binge are retained after a 
purge; tteref ore, increased bingeing means that 
mere^ and more calories are absorbed. Eventually 
weight begins to rise rapidly, causing the frightened 
bulimic to intensify her efforts to reduce. This leads 
teLunt^ilit^ and hunger, the precipitants of a binge 
ihrough repeated assdciatidn with temporary ten- 
sion reduction, bingeing becomes a habitual response 
to any_form_of discomfort, including boredom. Para- 
doxieaHy, this loss of control over bingeing makes it 
a source of tension in its own right. This means th?t 
in the l^ter stages of &e disorder purging comes to 
play a bigger and bigg-r role in alleviating distress. 
. - t . Strange as it may sound, many long- 
terra bulimics are locked in a cycle of bingeing f 
purge and purging to binge. For them, bingeing and 

Bi 
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purginp are no longer ^spontaneous reactions to i r^.p- 
pointment or indulgence. They are daily arid eai ejv?j- 
ly orchestrated events that ''consume" the bulimic's 
time^ money, energy, and sense of involvement in 
the wor:d. : 

The progression froiri dieting daily 

binge-pt cycles usually unfolds in secret over a 
long per. □! time. The role that school staff and 
students can play in detecting and preventing bulim- 
ia is highlighted by the_ sad fact that, while the 
average age of onset is 17 or so, the ave^^ige age at 
whicli individuals seek therapy is 24 (7). 



Central Feati^: 

T'\e cdurSe of the disd^^ it 
clear that //bulimia ' (bulimia nervosa) refers to a 
multifaceted disorder in which binge-eating is but 
one of a number of ie^tur^f^ (see Table 4-1). The 
following sections present riiajdr eharaeteristies 
arid coriirabrily associated features described by a 
number of experts (1, 2, 7, 12, 15, 16, 17). It k 
important to note that this infonriatio^^^ based 
pririiarily dri investigatidris of */w1u:a sirif?le wbriien 
in their early 2Gs ^vho had at least some college 
education" (7, p. 6). Resear h v/ith high school 
students has iRsgim (see Chapter 6), but much riidre 
iriyestigatidri is rieeded to develop an accurate profile 
of bulimia in this group. 

Recurrent Episodes oi 
Uriedritrdllable Overeating 

Type af Food Eaten 

Discrete episodes of uncontrollable 
overeating are called ''binges." They usually take 
place in secret and last anywhere frdril 30 mjfiutes td 
eight hdiirs. During triat period, the individual riiay 
cdnsuriie^ri unbelievable aniount of food— a quaPt of 
ice- cream, a bo: of cookies, a dozen doughnuts, a 
bag of potato chips arid a half gallon df milk. The 
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Table 4-1. Central Features and:£emmohly 
Assoc ; Characteristics of Bulimia 

CENTRAL FEATURES 

1. Recurrent episodes of uncomrollable bvfrreating 

2. Efforts: to undo the effects of binpre-eatin? by self-induced 
vomiting, severe caloric restriction (abusi. o dieting) exces- 
sive exercising, use of Jegal or illegal ap^:etite suppres- 
sants, ahd,'or use of laxatives or urecics 

3. Chronic anxiety, guilf depression, and tension 

COMMONLY ASSOeiATED CHARACTERISTICS 

1. Drastic weight f-'ctuation'' 

2. Impulsivity and emotional instability 

3. Acting-out via substance abuse, theft, self-multilation, 
and/or promiscuity 

4. Problems with social adjustment 

5. Depression 

6. A high need to achieve in order to obtain the appro-al of 
others 



°|\nen body weigirt drops to a low level, the effects of 
starvation (see Chapter 2) become important aspects of bulimia. 



bulimic:^usuaHy binges on food considered off-limits 
^t- dieters, such as readv-te-eat junk food 
and other fattening items that cau be devoured Avith 
little preparation. Not all bulimics eat a huge 
amount^ however, uud sci;. bin^e-eat rr ^t, vegeta- 
bles, and otrer foods that wauld constitute a regular 
meal. Whatever the type of food consumed, it is 
gobble^d rapidly with little or no appreciation of taste 
or ^_ other characteristics. In this respect, some 
buhmics (see Chapter 5) may even eat ravr bacon or 
dough. 

A mount of Food Eaten 
: ^ Based en the liter?..-ire, the amount 

11 nnn ^ ^'^^^^ ^'"^^ ^^''■'^ ■^ frOm 1,000 tO 

55,000 calories, with an average of approximately 
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4 -000. BuU as noted above, riot all buliriiics^at a 
tremendous atnotmt of food during a birige^ This has 
led some experts to argue that the defining feature 
of a ''bulimic binge" is the uncontrollable and com- 
pulsive rialiire idf the ^ in corijurictiori 

with the use of jromiting, la^^tives,^ 
pills, and/or fasting to undo the physical and psycho- 
logical effects of gorging. In general, bulimics who 
eat a treirieridoUs ariiburit of food are more severely 
disturbed in terms of dangerous purgirig practices, 
significart weight fluctuations, and a more disorga- 
nized life in which extreme psychological distress is 
frequent. 

Timing 

Sometimes the binge is a spdritarie- 
dtis reaction to an upsetting life event. 9ther times 
the trigger is hunjer, boredom, or indulgence in a 
small, seemingly harmless amotmt of forbidden food. 
Mtef the disorder becomes eritreriched, the binges 
riiay be carefully planned: time is set aside and 
jealously guarded; food is shopped for or stolen and 
then hoarded; and die bing[e itself is carried out in a 
ritualized manrief. Most binges bcciir around meal- 
tirifies, particularly in the late afternoon after school 
or work. 

Feelings 

The embtioris surrouridirig a buliriiic 
binge are very different from those attached to a 
regula. meal. Whether or not it is planned, the 
episode usuallj^ begins with feelirigt of terisidri; bore- 
dbrii, aric stress; Iriiniediately before gorging^ the 
bulimic feels irfital ie, helpless, and depersonalized, 
the prisoner of an overwhelming need, not just to 
eat, but to eat those food^, that are forbidderi at other 
times. The initial effect of irididgenee is relief from 
unbearable tension. As the binge p ^eeds, however, 
tension is restored in the form of anger, guilt, shame, 
and anxiety over discovefy. 
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B^^v^ J^^"^^ ^^"^^ sleep, social 
interruption, intense anxiety, or acute pain. In well 
over half the^ cases the psychological and physical 
distress is relieved by self-induced vomiting 
r.f fu w -^^^ emotions following termination 
of the binge^ are a mixture of relief, anxiety, and 
depression, The feeling of reUef iends to be S^ealr 
for_those who induce vomiting. This is veiylignifi- 
K lap e^^ent the power of vomitihg and 
bingeing^to reheve the tension created by each other 
and by hfe stress is the basis for the bulimic's loss of 
control over eating. 



Prequenr^ 



"hniit.,;^ " w P^or^ an indn dual to be considered 
r^^^ }^ .erjie-- bm^r mating must be "recur- 
rent, l hat IS, It must occu; ^'ith sufficient frequen- 

fin o ''""^^i^ ^ ^^^'t- The rej,5rted 

frequency of binge episodes for those who m^t the 
other criteria -ar bulimia ranges from weekly to six 
times_ per day, with an average of one to two 
episodes , per day (15). The aveSge and range Se 
u^lul statistics, but they should not be u£l as I 
^^^^^^'^^MriA purging) constitutes a 
FlS^An " ^ frequency-that meets the 

IMAD cntena, ; : i,at person is Bulimic 



tttorts to Undo Effects of a Binge 

i.??^ i *u * L 4 ^'"^^ a number of troubling 
effects that^the b^jf unic may attempt to reverse. The 
most immediate ones are physical discomfort caused 
by stomach dis^ .ision, and depression or shame 
caused by a complete loss of control. The less 
immediate, but potentially more terrifying, effect is 
^".^^o'nt prospect of weight gain and (in the bulimic's 
mind) public exposure as a fat, worthless, but^f- 
control bmge-eater. Ihis constellation of negative 



88 

89 



BDtlMIA 



consequences makes it easy to understand why at 
least half of al! bin^e-eaters ultimately resort to 
various methods : of purging that they believe will 
magically_ undo the effects of the^ binge. Purging is 
not considered absolutely necessary for the diagnosis 
of bulimia (7)^ but it occurs with sufficient frequency 
to be considered a major feature. 



Seif'Induced Vomiting 

Most r/eopie associate vomiting with 
the retching caused by iUness or drankenhess. Gon- 
sequently^ they find it difficult to understand how 
anyone could wilhn^^ especial^ on a 

regular basis. I'Ws is reasonable^ but it 

overlooks two importeht facts. First, tiie motivation 
to purge is very high. Second, escape artists and 
drug smugglers have demonstrated repeatedly that 
vomiting is a reflex that can be mastered and 
converted into a skill. 

With practice many bulimics develop 
this same skill. Thjgy tod bate tli? uncontrollable 
nausea of the flu or intoxication. Thus, ^ey learn * a 
highly controlled, almost ritualistic regurgitation that 
is experienced as a restoration o' control, a relief 
from pain, and/or an expression of disgust and 
anger" (14, p. 30; see Chapter 9 of this bdb^^^ Sdine 
bulimics induce vomiting ihsertihg fingers or an 
object such as a toothbrush into the throat. Others 
learn to cdritibl the vomiting re^^ contracting 
their stomach and chest museles. Still OL jrs resort 
to potentially lethal -i^metics such as sji-up J ipecac 
(see Chapter 2, p. 55). 

„ Self induced vdmiting is an illusory 

forrn of control: It does iibt prevent absorptidn of a 
significant amount of calones . Moreover, it inter- 
feres with the body's normal satiety mechanisms in a 
way that jnakes binge-ea^^ even more uncontrdlla- 
ble (22). But rhost Jmportant is a^pdint rnnde earlier: 
the transitory weight loss that most bulimics enjoy 
after tliey begin omiting reinforces their misguided 
hope that purgiiig is a magical way df having their 
cake and hot havihfr it too. It is not. In fact, self- 
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induced vomiting is a dangereius and generally inef- 
fective form of weight control tx*iat stimulates hunger 
and thereby increases the frequency arid rapacious- 
riess of bmge-eating. 

Abusive Dieting 

: Bulimics, like anorexics, have a 

strong dnve for thinness and an irrational fear 
becoming fat (9). Sa it is not surprising that a birigr 
or series of binges Jeaves them very anxious abo^it 
the pj^ospeet of weight gain. To "reduce" this anxi- 
ety, many bulimics resort to one or moie unhealthy 
dief; ng strategies: prolonged fasting, skipping one or 
more meals each day, eating only several hundred 
calon^ at each meal, omitting all carbohydrates, and 
using legal appetite suppressants or illegal amphet- 
amines. In their minds these tactics compensate for 
excess intake during a bi :^, while enabhrig them to 
do penance for being "bad." ' 

- . . the need to be thin maker bulimics 
very _ sensitive to mihbr. norunal fluctuations in their 
weiight^or in the fit of their clothes. Moreover 
although many bulimics a^e handsome, attractive 
people, a significant number^overestimate and loathe 
their 3ody^si.re - the same distorted fashion 
anorexics, r ^d altitudes and perceptions 

are anjinpo! of the psychdlegy of bulimia. 

They make^ tiiat not just ? .nnge, but any 

_ reeling ot , . jess that raises the spectre of 
becoming ^_fet will trigger anxiety a . d abusive 
dieting. UnJikc the restricting anorexic, however the 
bu imic s intense tear that she will 'ose control 
blow It cbnipletely,'/ and become fat is based on 
actual and pajnful experiences with binges and con- 
ebmitarit weight gains, 

^ Abusive dieting may temporarilv 
compensate for binge-eating. But severe dieting is a 
tonri of semistarvation and will eventually result in 
an obsession with food and a stronger tendency to 
binge-eat._ Ihus, the experience of the bulimic coiri- 
cides with^ that of the anon dc in affirriiirig that 
dieting makes it more difficu to regulate hunger 
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Many bulimics believe tbat they can 

tlinima^r e.xrp^^.s focKl and gi-^ird against the possibili- 
ty cf - e?gh: iir^m by using laxatives, diuretics, or 
enemas to p^nge themselves. This is simply not true: 



Besides being ejctremely dangerous, laxative: are a com- 
pletely ineffective: method of trying to prevent the absorp- 
doni<5f ^Jories. I^ixative^ ^ect tne empt]0M 

of the large intestine, which occurs a/fer Calories from 
foodstiilf have already been absorbed in the small bowel, 
A recent study of both bulimic: and normal women 
doc^ented ttat-even ^xtremeiy l^je dosages ^f laxa- 
tives do Jitfle to impair caioric absorption: : One patient 
cbhsumS 50 Cbrriectbl tablets after her meals;: althoagb it 
prt^iuGed frem^ idyer 6 L pr 6,3jqt ), the 

caloric absorption was only decreased by 12%, Thjs 
amounts to less than:2GG Galories^ which is the equivalent 
of one small candy bar! (10, p, 542) 



Approximately 25 to 30 pefcert of 
post-high school bulimics use laxatives on a "veekly 
basis (12), while the cprresponding figure loi high 
school students is abo^^ those with 

bulimia (see Gfeptef 6)^1^^ tend to be used 
immediately after a binge, and the number ingested 
varies from several to haiidfiUS. Most laxative users 
also engage in self-ihdueed vomiting. 

Many people mistal^enly belie- c that 
diuretics can reduce body fat. In fact iIvfv are 
completely worthless in this respect (10). sic^ 
ly, weekly use ^f dii^etics is rare in_ hig^ ^lobl 
students, although it occurs in more than 10 lo 20 
percent of college-age and older bulimics. 



Anxiety, Guilt, ard Depression 

Unlike most restricting anorexics, bu- 
limics understand that they have an eating disorder. 
Their binge-purge cycles, interspersed perpetu- 
al teuts of weight gm^ make them feel 
disgusted, powerless, and useless. These negative 
feelings do not terminate the process, however, 
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b^c^use it_ IS sustained by tremenddus^ anxiety: 
What wiU happen if I stop dieting? Will I lose 
eonteol and blow it? Will I be able to eat (binge) 
when I blow it? I Tow much will I eat this time? Will I 
be _able to vomit afterward? What wiU it take to 
make up for the calories I couldn't throw up? A diet' 
What will happen if I stop dieting?" ' 
, ^ Over time this circle of anxiety arid 
guilt becomes encrusted with depression, shariie, and 
chronic tension. At the center of this circle are 
bingeing and pufgirig-the "te^ secret." The 
bulimic cannot teU people because it is shameful- 
she c^Bot tell people because they might deprive 
her of the opportunity to do these things-so painful 
but seemingly so necessary. 



Gpinmonly Assoeiated 



DrssHe Weight Fluctuations 

_ ^ Even though mmiy btilimics appear 

to be well orgmiizai: bingeing, purging, and dieting 
crea^t3^lnstabl^ty m^ a variety of fbrhis. Drastic 
riuctuations m we/ght over the coiffse of several 
montns constitute one iadex of instability that may 
be readily appareht to ffiose who see the pefsdri 
often._ For ex^ple, ii bingeing i? frequent in Janu- 
^•y, the persons weight may ehmb from 115 to 130 
dunng that month. Two mbriths of asceticism then 
droo It to 1:0. ^nly to have it climb back to 125 in 
tiie lare^5,pnng when the hunger and stress created 
by L.pJt-de^ial renew habitual bingeing. These fluctu- 
at oiis n^-y be as much as 35 pounds in either 
aireci;.on (7). 



Impulsivity and Emotional Instability 

; - , , Another visiblfe aspect of instability is 

impulsive b-havior coupled with frequent emotional 
upheaval. Some of the bulimic's difficulty in contro' 
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ling hunger 15 attnbiitable to the sheer pawer of the 
urge to eat that the body generates in order to 
coinpensate for starvation. The bulimic's impulsivity 
with respect to food may, however, be a reflection of 
more general problems with impulse co: :l and 
emotional instaW': v (7, 9, 12, 13). i er:>onality ques- 
tionnaires rev^^ t Jic(> bulimics have a lov; tolerance 
for frustrat :i great deal of difficulty: control- 

ling their f l v. . especially anger (see Chapter 9 
for further discussion). 

Behaviofally, im^^ is manifest- 

ed in a tendency lb ''act but^' via drug: jand alcohol 
abuse, theft ot food and other items, self -^mu^^ 
arid promiscuity (4, 9^ 16). Bulimics are two to four 
times as likely to abuse alcohjjl and drugs as ihe 
general population^ Mbre^peeifically, a quarter to a 
third of all bulimics resort to alcohol as a means of 
copiiig with depression and chronic tension and as a 
meth^_bf dilating or preve^^ bin^e-eating (21). 
Not surpnsihgly, the cbihbm of depressibh, im- 
pulsivity^ and habitual substance abuse creates a 
high potential for serious suicide attempts. 



Problems with Social Adjustment 



Bulimia also creates ihstability ir in- 
terperso-ial interactions. It is a disorder th? is 
practiced in siecret and polluted w!th guilt.: The .i-a^ 
effort, and dishonesty invblved, ebupfed- witli 
need to eat and the emotional turmoil it creaie ', 
reduce, the bulimic's effectiveness and bring her in^o 
reeurtent ebrifliet^ with others (12, 18). With family 
members there nmy be repeated argumen^^^ abbut 
food and other issues. At school trouble may a.nse 
over missed homework as^ rebellious 
behavibr in the^ elassrbbrit^ Jndeea, several studies 
suggest that long-tenn biUimia creat 
scR:ial maladjustment rivaling, if not exceeding, that 
bt vw5men who :are aicbhdlic or schizophrenic (11, 
18)^ This stM-k fact ^o empihasizes the importance 
of prevention and early detection. 
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Depression 

- Virtually ever bulimic patient ha^ 

one or more of fhe follo-Aing oymptoms of depres- 
sion :^dness»na<,/^r; 5i-; ve feelings, an inability 
to denve pleasure 2^.^i p^. . Ausly enjoyed activities 
(anhedonia), low self-estee.n, pessimism, guilt, feel- 
mgs of -Ijenation and isolation, fatigue, insomnia, 
and <^_«^tiirbanees in the ability to concentrate (6, 12, 
jiO). - ne relationship between bulimia and depression 
IS discussed in detail in GHapter 9. 

PerfectiDnlsffi and the 
Need for Approval 

. ^ .A significant number of bulimies 

h_ayp a ery high need to achieve in order to obtain 
tJie approval of others. They; erroneously believe that 
such success will be attained only by firm adherence 
to mf'-xible distinctions between "good" versus 
ted^ beilavior (3, 7, 17). Between binge-purge 
episodes these bulimics demand perfection of them- 
selves with respect to studying, exercising, fashion- 
able attire, proper behavior, and, of course, dieting 
As yet another irony, these rigid and unrealistic 
attempts at self-control only serve to increase the 
tension, hunger, and sense of failure that virtually 
guarantee further bingeing and purging. 



Out 



. The salien- features of bulimia are 
bingfc_ iting and purging. eonseqL*ently, this eating 
disord|r IS sdmetimes confused with a disquieiihg 
md in high schools and colleges called "pigging out." 
Reminiscent oi Roman orgies, this practice involves 
getting together with other students for the express 
purpose of marathon binge-eating, interspersed and 
concluding with sel^i^duced vomiting (17). 

. , . This is a disturbing and unhealthy 
activity, but It is not bulimia or even an eating 
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'/disorder" jsee _Ghapter^ 1). In add^tti^^ to binge- 
eating and purging, bulimia encompasses a number 
of significant features that distinguish it from hedon- 
ic dverindiUgence.^T^^ of cdntml oyer 

eating^ (2)^iilt ^d shame, (31 a drivejbr thinness 
and an intense fear of becoming fat, and (4) secre- 
tiveness. Pigging out may cause transitory guilt 
(misery) an^d ne^at^^ health (inefficiency), 

but it is debateblejperha^^ thought-out 
class exercise) whether it meets the IMAD criteria 
for designation of a disorder. 

This characterizatidnzis i^^^^ in 
any way ebhdbhe pigging^^^^ 
vomiting may have very severe consequences for Lhe 
digestive system and the teeth. Moreover, this "fad" 
leaches a person at risk fdr bulimia how td binge and 
purge, and then sahetibns these activities with ex- 
citement and approval. 

Addiction to Food? 



Many bulimics report that, as bulimia 
progresses, it takes on Br life of its own. Given this 
experience^ Overeaters Andnymdus (OA) maintains 
that biHimia is an addictidhid food that is identical in 
every respect to alcoholism (8). 

Indeed^ th^re are a number of strik- 
ing^ ^similarities Istw bulimia and the criteria fdr 
addjctidn set forth by Dr. StahtbhPe^le^ an authority 
on substance abuse cited by Neuman and Halvorson 
(17). Briefly, bulimic behavior results in the 
fdlldwing: 

1. toss bf voluntary control and of self-esteem 

2. Suppression of both positive and negative feel- 
_ ings 

3. Self-absbrptibh and a harrbwihg bf ihvblvemehts 

4. A commitment to tehsioh-relief and a concomi- 
tant decrease in the ability to experience plea- 
sure from dther activities 
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5. Paradosac^l security in the constancy of habitual 
Dut maiaaaptive behavior. 

^ : , Thcse characteristics, coupled with 
^ost people s misconception ihat overeating is the 
^"?*°k°Ap^^*y (see Chapter 7), make it tempting to 
accept OA s contention that bulimia is a lifelong 
Illness of compulsive overeating." A careful exarni- 
natioji^of this mtxiel, however, indicates that it is 
misguided (8). Putting together the findings of th^ 
Minnesota starvation study ^vith the fact that so 
many bulimies develop their problems foHowing pro- 
fessional advice to diet, Garner writes (8, p. 2): 

Food preoccupations, cravings, voracious appetite 6r the 
-anve to eat m^the absence of the subjective expenence 
of hungeT.may much more readily understobd as a 
consequence of^dietiflg andAar maintenance of a subopti- 
^ resulting from the abstruse con- 
cept of food addiction- or "compulsive eating." 

ni,^*.^^f ■ t ^ ^ lifelong sickness 

charactemed b,' a lack of wiU-power, a eomrulsive 
urge^ to_overeat, and an inability to "handle" fatten- 
ing foods (8). Bulimia is Jreatable; it can be cured 
Moreover, the addi - on model implies that btflimics 
musl abstain fron- ^h jse foods on wliieh they binge 
To do so requires a 'bulimic" categorization of fo5is 
into gwyi ,(diet food) and "bad" (binge food), 
fDilowed^b)^ the application of "will power" to ab- 
pentimi from the "bad'* te .:Th:s advice is poten^ 
tially dangerous-jt reinferees the bulimic's tendejicy 
to diet restnctively (in an a..orexic fashidn?i and to 
maintain weight at a semistarvatibn level (5, 8). 
1 : ^ To overcome binge- ."jtihg and their 
preoccupation with food, bulimics need to balance 
their diet graduafiy so as to include, not exclude 
reasoaabJe amounts of sugar and carbohydrate This 
normalization of diet ultimately decreases body 
,^f^* ^ ' Uimies and increases it in others 
f t of effective therapy for bulimia 

Si?!. " accept the cQimeetions among 

regii.ar^ r. • of balaneed meals, attainment 

of a body weight tha^ IS normai for her, and improved 
physical and mental health (2, 10) 
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What Is the Diff 

Betweea Asor exia Nervosa 

aod Bulimia? 

This is riot nearly as important a 
question as it would seem to be. In many respects 
the numerous simil^^ (see Chapter 1) are much 
more significant for preventive education- 

Nonetheless, research has revealed 
some cMsistent differences be of interest 

to students and that may facilitate discussion of why 
one person becomes anorexic, while another devel- 
ops buKmia (see Chapters 8 ind 9). These distinc- 
tions are ]fet«i in Table 4-2. Keep in mind that they 
are statisticar generalizations subject to change as 
the few available studies are supplemented by fur- 
ther investigation. 



Teaching About Buhmia: 
CcHclusiens and 
Implications 

Definition 

CoMc/w5io«^ refers to a class 

of eating disorders with three common features: (1) 
secretive and uncontrollable episodes of binge-eatings 
(2) Uiihealthy short- and long-term methods for rid- 
ding the body of unwanted calories and for controt 
ling the unwanted urge to binge, and (3) a strong 
drive to become thin and an irrational fear of becom- 
ing fat, 

Impltcatwns. Although discussions of 
bldimia necessarily begi^ the definition of 

binge-eating, teachers shodd deemphasize^ft^ 
taciUar amounts that are sometimes eonsumed by 
bulimics and instead concentrate oh their motives, 
their helplessness, and their dangerous self-control 
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Table 4-2. A Comparison of Restricting 
Anorexia Nervosa arid Bulimia 



-JRESTRICTING 
ANOREXIA NERVOSA 



BULIMIA 



Ctt nical Features 



1. Refusal to maintain a 
mmimtun b<^y weight 
for healdiy functioning 

2. Hunger and illness 
denied; often proud 

of weight maragemeht 
and more satisfied 
with body 

3. Vomiting less common 
(25 to 50%) 

4 tess antisoc'ai 
behavior 



5. 



Amenorrhea of at 
least ^3 months' _ 
duration common 



Mistrust of others, 

particularly 

professionals 



1. Same, plus normal, near- 
hbrmal weight, or 
overweight 

2. Intejise hunger 
experienced and binge- 
purge considered 
abricririal; greater body 
dissatisfaction 

3. Vomiting common 

(75 to mm 

4. Greater tendency to 
antiscKial tehavior , 
e.g., alcohol abuse 

5. Irregular mens&ual 
periods ccmmon' 

^P'th^ssi Uncommon 
unless body weight 
is low 

6. More trusting of 
peojjle who wish 
to help 



Common Fersonafify Chamcfemfics 



7. Tfend to be intro- 
verted and obsessidixal 

8. Greater self-conS-ol, 
but emotiohally over- 
controUai with 
problems e^^riencing 
and expressing 
feelings (alexithymia) 

9. Myre likely to be 
sexually immatiire 
and inexperienced 

3. Feinales are more 
likeiy to reject 
feminine role 



9. 



IG. 



Tend to be extroverted 
arid dramatic 

More iriipulsivity 
and emotional 
instability 



More sexually- 
experienced and 
sexually active 

Females more 
likely to embrace 
feminine role 
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Table A-2— Continued 
Course and Familial Factors 

11. Age of onset often 11. Age oiijnset around 
around 13 to 15 15 to 19 

12. Greater tendency for 12. Greater tendency 
maximum pre- for maximum pre- 
Ulness weight to illness weight to 
be near normal be slightly 

for age greater than 

normal 

13. Lesser familial 13. Greater familial 
disposition to predisposition to 
obesity obesity 

14. Greater tendency 14. Greater tendency 
towardj pre-illness toward pre-illness 
compluuice with conflict with 
parents parents 

15. Tendency to deny 15. Tendency to 
family conflict perceive intense 

family conflict 



practices. This helps distihgmsh bulimia from over- 
eateg and pig^g out. It also emphasizes the simi- 
larities between buhmia and anorexia nervosa, thus 
enabling students to apply the definition of ah eating 
disorder (see Chapter 1). 

Bulimia and Body Weight 

Q?«rfwsiwi. Recent resea^^ 
that bulimia occurs at ahy_pbiht along Ihe under- 
weight-overweig^^ also suggests that 

ffie basic clinical and psychological features of the 
disorder, some of which are very severe, are similar 
irrespective of body weight. 

_ _ : Implmtum. These findings have two 
very siptifie^t implications ^ ^^^^^ teachers. First, 
teachers com^ to preventive education concern- 
ing bulinua should include material about such topics 
as the need to diet, negative body image, low self- 
esteem, and obsession with food. This will help 
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Students overcome their tendency, as prbduets of oiir 
culture, to transform three mistaken equations— 
"bulimia = overeating = obesity = bad'-into the 
simplisde eohelusioh that bulimics should just stop 
eating so much or they will get fat. 

Second, the ihcreasihgly popular 
term ^'ndimsQrweight bulimia'' has inadvertently re- 
inforced the myth that bulimia is less serious than 
anorexia nervosa. It is a sad irony that in our culfui* 
the modifier "normal-weight" implies that someone 
IS not really Jll; Teachers need to make students 
aware of a simple truth: bulimia at any body wei^t 
is associated with an increased risk of chronic social 
maladjustment, substance abuse, depression, and 
suicide. 

Bulimia Is Not ah Addiction to Food 

Conclusion. Bulimies who have never 
heard of Overeaters Anonymous speak of their disor- 
der as ah "addiction" or a "compulsion." Nonethe- 
less^ the addiction model of bulimia must be rejected 
on the grounds that it overlooks the influence of 
semistaryation and miintehtiohally contributes to bu- 
limic attitudes and practices. 

iw/>fim^»«s. Many schools across the 
country use an illness-addiction model to educate 
their students about alcohol and drug abuse. Teach- 
ers should try to keep this perspective separate from 
discussions of bulimia. 

The Course and Consequences 
of Bulimia 

Cb«c/«st<W5. As a nde b^ 
out of common adolescent eqncerhs and the wide- 
Spread tendency to use food and/or dieting to contrbl 
emotional iinrest. Bulimia often begins after a penbd 
of intense dieting. Unlike restricting anorexics, how- 
ever, bulimies: cannot deny their h-^i^^r or their 
emotional heeds, and so they turn to food instead of 
away fi-om it. But loss of control and/or weight gain 
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generate mudety, which in turn motivates dieting 
and a cycle is begun. With the introdttEHon of self- 
induced vomiting and other forms of purgng, Buli- 
imes often manage to while continuing to 

binge. This sense of control turns out tat^ a Vicious 
illusion, and ultimately the buUmie is bbUhd up in 
purging to binge and bihgeihg to purge. Looking 
good; being in control, and feeling good about one- 
self become empty phrases as they are superseded 
by obsession^ interpersonal conflict, physieid illness, 
and depression. 

with^e same advice given in response to what is 
known about the course and consequences of anorex- 
ia nervosa (see Chapter 2, pp. 37-Bi). Like anOTexia^ 
bulimia Ms a hbrmgd begihhihg and an abnormal, if 
not deadly, cohciusion. Material about the full blown 
disorder is likely to be more interesting to students, 
but imderstanding how it on^nates better sei^e^^ 
pUipdse_of preventive education. Therefore, teachers 
and their students are encouraged to (1) list and 
examine various adolescent concerns, (2KdiscUss the 
ways in which adolescents cope with their problems, 
and (3)^arefully consider the distinction between 
shbrt-tenn and long-term solutions (14), This prdb- 
lem-solving strategy helps remave biffimia and pfe- 
vention from the re^ of clinical psychology and 
place them in tiie context of the student's life. 
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Amy's Story: 
The Personal Side 
of Bulimia 



f XW^el to Chapter 3, this chapter 
presents the edited transcripts of i^^ I con- 

ducted separately with an 18-year-old Caucasian girl 
Referred to as "A" Jor "Amy") and her upplr- 
^ddle-class^arents. Jhroughout my conversations 
witJi these attractive, mtelligent, vivacious, and artic- 

f^% ^l^lH ^ ^""^"^ Relieve that their 

tolly had been the center of a maelstrom called 



TheAieleseent 

ML: How would you describe your eating disorder? 

experience basically consisted of dieting ream 
sindfy foT^ short period of time, and then not beini 
able toj)ut up with the strictness of it, and then 
going ofton a binge that would last for a period of 
time, and tiien going back on the diet. 
_ . , ^ nevet really got into purging. I had 

a few episodes where 1 forced myself to vomit, but I 
never used diureHcs or anything. 

ML: What did your "strict" diet consist of? 
A: I would come up with whole bunches of reaUy 
stupid things hke all day the only thing I could eat 
was salad. UsuaUy I would limit myself to 500 
j^Sff ? or something like that, 'cause I was 
unpatient too. I wanted to lose the weight now, so I 
reaUy made it strict on myself. 

ML: Did that involve skipping meals? 
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^: Yes. The kids at school never knew how I could 
survive on never eating lunch, 'cause I never did. 
And I never had problems e^^^ around other 
people^ that: was when I was always ihy strongest. It 
waj when I was by niyself--al6he--ahd usually zi 
home, that I had all my problems controlling my food 
intake. I was never out of control eating with other 
people. 

ML: You were eating 500 or so calories a day. How 
long would that last? 

A: It iw^iifwY last more than three days or so, 
sometimes even less thaa that, - It worked out to be 
about a three-day pattern: bingeing fof three days 
and dieting for three days and bingeing for three 
days. . . . 

ML: While you were dieting, were you hungry? 
i4: Oh yeah. Except, after a while, I^screwed up ray 
appetite so bad that 1 eoulda'i tell when I was 
htmgry or whenJ wasn't • When y binge, you 
screw up the part of your brain that tells you to stop 
when you are fuUn so even to this day I really iiOn't 
know when I ant hungqr^arid when I_am hot. I just 
have to go by what's considered normal, instead of 
wJat my body says. 1 think I can reprogram myself 
again, but 1 haven't gotten to that point yet. 

ML: What were the binges like? 

i4: I alwa;j^ could tell when I was going to binge, I 
had this feeling, like I don't know what^ like in the 
base Of my stomach I knew that I was going to binge 
later that da v. I don't know, I felt my control giving 
way or something. 

I would come home from sehc>o!, 
throw my books down, _^d Jmmediatdy^ g^ the 
kitchen and just start opening up tiie pantry, the 
cupboards, and the refrigerator to find somethmg 
sweet. I love sugar and that's what I would go for 
first— anytimig with sugar that I could consume 
fast— cookies and candy. If we didn/t have anything 
really sweet, then I mi^ht walk to the stos and buy 
a bag oi candy bare. I would eat those dl the way 
home. Then I would go to my room; I would hide 
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ti^s from people because I was really ashamed of it; 
That's part of the reasdn wKy i went out to buy 
food, too, because I didn't want my family to know, 
plus I caught a lot of punishment from my mbm for 
eating ^ the food. So I would go in my room and 
finish off the candy bars and then maybe go and 
have dinner with the family and eat a lot-I'd outeat 
jv^ryone in my family, including my father. Lmight 
take a little break from eating after dinner. Then I 
would go back to the kitchen and eat leftovers. 
Then, after the family had cleared away and gone off 
toJ:heir separate comers, I would start eating again: 
leftovers, graham crackers, crackers, cheeses; never 
vegetebles-rcould never binge on lettuce. And then 
I d go to sleep. I would be full. ... I would be full 
even before I finished the bag of candy bars, but that 
wbuldh't stop me. 

ML: Did you enjoy the taste of the food? 

ate it too fast, really, to enjoy it, which makes it 
fimny as to why it had to be sugar, 'cause I really 
didn t care that much about what it tasted like. . I 
didn't enjoy anything about it. It's a scary fielirtg 
because you're eating and you can't stop eating but 
you want to. 

ML: So you would eat cdntinubusly from the time 
you came home from school? 

^ was usu^y aU right at school and before 
school, but after school was when my cbnfrdl gave 
way.jyid my food intake wasn't limited to carbohy- 
drates and sugar. I've eaten stuff like raw bacon and 
cold leftdvers-ebld steak, cold mashed potatoes 
cold st^g-just gross stuff- it didn't matter what 
It tasted hke, just as long as I was eating. 

ML[ How old were you when all this began? 

^^J was about 13; I kind of eased into it, but it 
started m junior high school. 

ML: The dieting started? Or the dieting and bingeine 
together? 

i4:^The^bingeing started firet. I started using food 
before I started using dieting. 
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ML: Why was that? 

il: I think it started because I was really unhappy in 
junior high school. I didn't know venr many people; I 
think in retrospect I was a little bit more mature or 
something than most other kids, so I couldn't be a 
kidj I isuldh't act like a kid. And when you're in 
jmiibr high, you know how kids can really kind of 
cruel to you, so I got made fun of a lot.J had a really 
bad self-image as a; result, and I couldn't act rights I 
Cduldri't be the right way. 

ML: Were tihiey making fun of your appearance? 

A: No, they were making furi^f my behavior, and 
that's when I started eating. Then after a while I 
started blaming their making fun of me on my 
weight, even though they didn't make fun of my 
weight. 

ML: How tall were you and how much did you weigh 
at that point? 

A: I was about 5 feet tall^ and, when I started, 196 
pounds. But then progressively through my seventh 
grade year 1 worked my way up to 104 pounds, and 
ffien by tiie end of the eighth grade I was 119 
pounds. By the end of my freshman year I was 125, 
and that was my highest. 

ML: As you were gaining weight, were you bingeing 
arid dieting, bingeing and dieting? 

A: The whole time, [Laughs] The dieting didn't seem 
to work. But I was seared to stop dieting because I 
was sure ffiat, if I didn't diet I would weigh 800 
pounds. I was sure that the dieting was what was 
keeping me from going clear off the chart with my 
weight. 

ML: Did the dieting and the bingeing get worse as 
time went bri? 

^: Yes, it got lots worse. The quantities of food got 
more, and the diets got stricter. I got more desperate 
because mydweight went up, and I was feeling worse 
arid worse. People thought I was a happy person, but 
I wasn't. I was miserable. 
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ML: Did you be^ purging at that time or exercising 
or doing something besides restrictive dieting? 

i4^Yes, inadvertently. I did extra ^ereisesahd stuff. 
I would waJk f or three hours trying to work off a 
binge sometimes. Occasionally, I would purge, but I 
reaHy could count on one hand how many times I did 
that. Usually I purged ^er I had been what I 
thot^ht was very sueeessful on a diet— you know, for 
a week I had been good-and then I hinged. Then I 
would want to counteract that binge and so I would 
do something like try to throw up. But I didn't do 
that very often, because I wasn't good at it and I 
hated it. ... 

I also took diet pills, the brand name 
ones^ you buy at the drugstore. Wiien you diet 
heavjy you're Jiungry^ and I thought this would help 
me, but It didn't. My mom caught me when she 
fomd tiiem. And one of the few times I forcibly 
vomited I did it with synap of ipecac, 'cause I 
couldn't do it with my finger. I got it at tiie 
dru^tore. The^ diet piU thing, the bouts of them, 
didn t last very long. I thirik I used them two 
separate periods. I didn't like to use them; they 
made me shake. 

ML: A lot oi us have idiosyncrasies when it comes to 
eating and other parts of our lives, but we might not 
define them as a "disorder." In what ways were 
your dieting and bingeing more than idiosyncrasies? 

^: Qimhtity is probably part of it. Eating past 
fullness IS part of it, Idiihk, since it is appropriate to 
eat past fuUness on Thanksgiving, Christmas, and 
taster, but hot every day for three days in a row and 
ffieh three days later. And; the secrecy about it- 
sometimes I would t^e food fi-om the kitchen into 
my room, sneak it in when nobody was looking. Oh 
andT weighed myself five times a day; When I was 
dieting I wanted to see how good I was doing, and 
when I was bingeing I wanted to see how bad I was 
domg. I was very concerned about my weight. I used 
to come home crying to my parents that I was too 
fat. 
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ML\ At that tiine^ how tall were you and how much 
did you weigh? 

A: I v7as_ between 5/ and S'l'' arid myi weight was 
bet^^'een 104 pounds arid 135 pounds. I always felt 
too fat; I was never happy with my weight. 

ML: So you felt fat at 104 pounds and fatter at 135. 
A: Yeah, but always ot;i^meight. 

Mi: rni interested iri me discrepancy between what 
one reads m^ table^Fm X inches tall and I have 
this body f ramie and so I ought to weigh this many 
pounds— versus how onje /e^fe. Did you ever feel that 
discrepancy— ybm- riidther or soriiebody would say, 
"You're noi overweight" or 'Tou're not fat,'' yet 
you felt differently? 

A\ Yeah. At one time I thought 5' 1" and 95 pounds 
was It At.that time, if anybody told riie anything 
differerit, iriside there vas kind of a resistance 
against it; they were wrong; anything aboye 95 
pounds is too fat for me. Itiiwas a physical ieilirig iri 
ray heart; ;t caused a eoriflict when soriiebody else 
gave riie a differerit nimiber. 

ML: What would it mean to weigh 95 pounds? Did 
ybu: eoriseibusly associate anything with that lower 
end? 

i4: 1 thought boys would love me . . , and I would be 
a better dancer. . . . Arid, bh, I used to deny riiyself 
gbins shopping. I wouldn't let riiyself get clothes 
because I thought I was too fat. Once I got to that 
weight, then I cculd go shopping arid I wbtild have 
lots of pretty clbtfies. . . . The day you hit 95 pourids 
everythirig beebriies wonderful. 

ML: How did ybu feel about yourself as ybu were 
dietirig arid birigeirig? 

A: 1 felt rtiiserable about myself. When I was dieting^ 
everything was hunky-dory. When I was in contrbl, I 
felt good about myself. Then my robrii was Jieat, 
then . I could do my hbmewbrfc, theri I thbught I was 
prettier; I Ibbked at riiyself riiore and liked myself a 
lot better when I was dieting than when I was 
bingeing. 
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: When I was bingeirig, there was 
nothing that I could find in the whole world that was 
good. It affected my ability to function, because 
when I was bihgeing I couldn't do my homework, I 
couldn't keep my room from being a mess, I didn't 
care about my appearance, I couldn't be nice to my 
family. , . . It pretty well put me out of function^ 
except in school, where I could put on an act, but I 
couldn't hold it at home, tod. 

ML: You began in the seventh grade. How long was 
it Jntil it became apparent to your family that 
something was wrong? 

A: In the summer between my freshman and sopho- 
more years in high school, my mbm read an article 
about bulimia. She said,: "Here, lool^at this, it seems 
like you have ^ lot of these problems." I think that 
was when something started to click. Then in the 
autumn of my sophomore year I called a psycholo^st 
myself, but I didn't know what it was about. I knew 
that I was unhappy, but I didn't relate it to dieting. I 
thought my only problem was that l ebuldh't control 
my diet— that I couldn't stay on the diet long enough 
to do any good. 

So I got help then, but my parents 
really didn't realize the seriousness of it, I don't 
think^ until later on. My mom had baked a whole 
bunch of Christmas cdbkies early and had frozen 
them in_ a big freezer in the basement. I ate most of 
themi^ill frozen. I think that was when she realized 
thatthis was not normal. She was really irritated and 
angry^ but she also realized that there was a prob- 
lem. But I think a lot of times they just thought I 
could help it if I wanted to, but that I didn't Want tb^ 
They thought that, well, you know, -'It's easy: if you 
want to diet, just stbp eating, and please stop eating 
our Christmas cookies." But I think that during my 
sophomore year they grew to understand that I 
couldn't control myself. By that time I was crying 
and difficult. 

ML: So there was a period of time when were 
very much aware that things were out of control? 
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A: But I didn't know it was food, I went to a 
psyehblbfist^nee ih tl^^^ fall and she recommended 
me to an eating disorders specialist^ so apparently 
fi-om talking to me she could gather that it was food- 
related- 

ML: What happened once it became apparent to 
your family that something was wrong? 

2^: Well, clear tiiroiigh my junior high years I was 
impossible to get along with, I felt so bad and I just 
needed an outlet^ and my ouUet w^s food and home 
and my family. J yeHed and screamed, especially at 
my mbm_ . . I'm sure they wanted to send me away 
at that time because I was just impossible. But they 
didn't understand, so they ^^e^ they just 

aggravated it^ and I made life real unhappy. I set my 
parents against one another. . . . that was what was 
going on, just a lot of hostility. 

ML: Was it difficult to admit to your folks or to a 
therapist or to yourself that bingeing and dieting 
were but bf ebhtrbl? 

i4: It was at eertm^ ^ranted to get 

help in tiie fall of my sophomore year, it would have 
been easy to admit. But^ between that time iin^ 
sunmier when I got help, I ^brfced myself into a 
state where I didn't want _to^ I got worse and worse 
and I didn't want to admit that tiiere was a big 
problem, but I knew there was: something wrbhg. 
Sbmetimes it was very hard to admit to my parents, 
especially when I was in a binge. When I was in the 
process of bingeing, I wanted to be bingeing— not 
really— I rmded to he bingeing. So I didn't want tb 
admit it, because that meant I would probably have 
te stop. 

ML: zDb ybu recall what triggered the decision to get 
help? 

A\ Yeah^ I \i^ted to be able to lose weight, that's 
why I got help. [Laughs] Little did I know that 
wasn't what it was all about- 

ML: How do you feel about the treatment? 

A: I feel real good about it, that it was real 
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sueeessful. I also feel it's neeessary. I know I 
couldn't have done it by myself; I don't think 
anybcKiy can. 

MLi So how are things for ybii now? 
i4:_Betfer. I still struggle with it, arid it still goes up 
arid^down. Right rio% I haven't had any problem 
^th It, It's less desperate how. Bingeing now is riot 
bmgeing; it's overeating. And I don't diet anymore 
But I still deal with a "people-dori't-like-riie-'cause-I- 
am-fat" frame of mind. 

ML: How tall are you now and how riiueh do you 
weigh? 

A: 5'1" and 115 pounds. 
ML: Do you "feel" fat? 

Yes,i L feel fat. I'm still not happy with niy 
weight. I feel that I could lose weight, that I could 
maintam a lower weight, and I'm stiU iriipatient 
about it— I want it now! 

- - But I think now my life doesri't de- 

perid so riiuch oh how I am doirig ori the diet. My life 
doesn't have to be bad when I arii bingeing, arid great 
when I am dietirig, or great when I'm not bingeing. I 
Caft_ react to my environment instead of having riiy 
feelings depend on what I've eaten. I'rii a lot less 
hkely to keep my weight frorii lettirig riie do things; I 
gave up dariCing for a couple of years during the 
tune 1 was bingeing because I thought I was too fat. 
Now I aril dancing again. 

ML: Do you still birige occasionally? 
>1: Yes, I do, I haven't really liinged to the magni- 
tude _<-hat I did several years ago. Now a birige riiay 
eorisist of a couple of candy bars and five graharii 
crackers or somethirig like that. 

MLi Is the ieeling different? Is there still the sariie 
rieed to eat? 

A: No, the feeling's kind of the saine. Right now I 
work a lot on trying to firid out why I just bihged. I 
write down stuff that I'm feeling, or stuff that's 
happened that could have caused it. But still there's 
that need that I can't really place. 
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ML\ Do you have any advice for middle school or 
high school students? 

i4: My most important piece of advice would be to 
get help. I know it's hard a lot of times because 
parents don't even understand it^ and they don't 
want to say, ''My kid's got a problem." But, espe- 
cially bulimics tend to know that what they're doing 
is uncooL So I would suggest that, if they can't go to 
their jp^ehts for help, go to some^dy^ Hopefully, the 
counselors at school or the teachers will be informed 
enough that they know how to deal with it. 



The Parents 

ML\ When did you first become aware that some- 
thing was wrong with your daughter? 

Mwk; When she was in juhior high schbql^ I first 
realized that she had a problem with her concept of 
her weight, with radical changes in her weight, and 
with her self-image. I wasn't jawar^ how extensive 
the problem was^ until the end of her eighth grade 
year, maybe going on into her ninth grade year. 

M£: What do you mean by "radical changes in her 
weight"? 

Mom: Well, there would be a few months when she 
would seem to be at a reiatively nbnnal weight and 
she would bezpleased with herself. Then she would 
put on 10^ 15, 20 pounds, and she would be dis- 
pleased with herself , and then you coidd see that she 
was making changes in the weight without staying at 
a siniple weight. At first we expected that, because 
then she was 12 to 13 years old and going through 
puberty and some changes. So we felt that this was 
just normal and basically that's how we_aceepted it. 
And then we realized that she was not pleased with 
herself and had a definite problem with her own 
image of herself. 

Z)a4: Like most biilimics, she was not heavily over- 
weight. She was maybe, at the m^dmum, 5 to 20 
pounds overweight, and that would fluctuate radical- 
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ly..:Ohe time tlunng this three-year period she was 
underweight. She managed to overcontrol herself and 
really got thin. But that did not help her psychologi- 
cally, although her body was very good-looking and 
thin. 

ML: She was not pleased with how she looked? 
Mm: Yes. And she also was not pleased with how 
her peers rejected her. She felt that, anyway. We're 
not so certam, and other adults and teachers didn't 
feel that way, but the important thing is that she felt 
that way. 

ML: Bid she connect that unpopulaiity with her 
weight? 

AT^j: At times she would. 

£fe?: Yes, but I don't think thatis what set it off I 
believe It was her inteH 'ctualism and "adultness" 
and rapid maturity; these would have set lier off 
anyway-she was never a Idd. She always got along 
better with adults than with children her own age. 
Momy_She was a perfeetibhist. 

ML: When did you begin to see that she was haying 
a ^ problem , with eating and weight, rather than 
fitting ih"? 

We never saw that until it was almost too late. 
There was a^ huge personality ehaige. She was Just 
not pleased— and that's a mild way of putting it— 
With anything that happened inside the family. She 
felt that everything was bad, and violence erupted 
more times than not; there was a strain on 
everybody. 

Mom: Yes. I guess the only thing that kept going 
through my mind was "We're communieatihg-it's 
negative— but at least we're communicating.'' It was 
very stressful for both of us. There was erratic 
behavior, and I wasn't certain just whose fault it was 
and what the reasons were. We were all making 
sonie changes. I was getting going in a job again and 
gradually spending a little bit more time away from 
the family^ and I thought maybe that was it. I knew 
her behavior was not normal, yet at the same time I 

111 
• 115 



amy's story 

kept thihldng, ''Let's give this some time. I mean, 
she's 12, is, 14 years old- let's see what happens." 

Dad[ At first it wasn't had enough for j^s to make a 
hupjEommitmenl. Instead we said, ''Everybody in 
America overeats, just don't overeat as much. It'll be 
OK. Go dance a little bit more ^ or run after dinner, 
and it'll be OK." And that went bri for about a year, 
I imagine, which didn't really help anything. 

Mwz: AetuaUy,_ our middle daug;hter was the first 
one who came to me in tears, very upset, and said 
her sister "was vdmiting last ni^t and I don't 
beUeve she's sick." And I said, "I doji't believe she 
is either, and then right away it started to click in 
my mind that there could be a problem. And shortly 
after that I read an insert on mating jdisbrders 
prepared by^ aie local mentel health association for 
our^ neighborhood paper. Now I had known about the 
various eating disorders,^ because I have been ih- 
volyed in: health arid fitness for a good many years. 
In feet, I had_ talked with and knew a lot of adult 
women with bulimia, but I just didn't equate this 
with my daughter. When I read a list of the syrop^ 
tbnis of bulimia-"! thought, "Oh, I think we could 
have sorhething here.'' And I gave it to my daughter 
and asked her what she thought about it. She said, 
"This sounds just like me." 

Zfei: But you've passed by tiie years of pain and 
s^ering. It was kind of a normal progression, a 
teenager wanting to be free, the hostility, and riot 
Imowing your place, arid ^ that, which was feirly 
nbnrial. This passed into m^e, which is hot normal. 
But it was a slow progression. 

ML: Is it fair to say that yottf initial impressidri that 
somM hing was wrdrig was nibre one of emotiorial 
conflict arid emotiohal strife, as opposed to bingeing 
or food missing from the refrigerator? 

Mom: Yes, right; that came later. 

Dad: The psychdldgical aspect—the iidstility— came a 
/orbefdre we started noticing amounts of food 
missing. We both knew what bulimia was— we called 
it bingeing— but it's different reading about it and 
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0en haying to Jive witfi the total person , not the 
bmger, but the manifestations of what that does to a 
teenager psychologically in a period of time when 
she IS not really that stable anyway. ... We just 
weren't smart enough to catch it. . . . 

ML: When did you become aware that she was 
eating huge amounts of food? 

Mwn: We didn't know hoAy much food. When I reaity 
became aware of it was when I had baked Christmas 
cookies about two or three months in advance and 
froze them, and went to get them after Thanksgiving 
to make up cookie boxes; they were gone. . . . 
Dad: Ate them frozen, didn't she? 

Mew: Yeah, and we're talking about mdusarOs of 
cookies that were gone. 

ML: What were the things that you saw in that 
insert articLe: that "clicked" with the experiences 
that you had? 

Mom: Bingeing, purging, fluctuations in weight, irra- 
tional behavior. . . . 

M: We're not a very violent family^ and I'U go but 
of my way to avoid an argument. But, especially my 
wife and daughter would get in violent confronta- 
tions over something stupid, just so small^ whether 
you should wear a black belt with a black suit or a 
white belt with a black suit. Most of the time, I don't 
know why, I took our daughter's side at first. But 
even when^ I tried to be compassionate with ber 
during the bad times, it didn't work. Any amount of 
consolation I gave, and guidance, all the expertise I 
had, I mean it was just worthless. 

Mom: _ And then things started happening, aiid I 
started really worrying^ and then my daughter all of 
a sudden said, "I don't want any help." That was 
when I said, "Well, 0K, so much for your privacy-^ 
Vm concerned." I mean if it were drugs or anything 
else, It would be the same thing. Aiid I did find 

-SS^ i 'P^^^ ^^^^ was when I said, 

OK, this IS It." And I went to my daughter and she 
agreed. 
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flfi^: But we staii« slow. First we started not 
buying the sweet foods or overstocking them. Then 
we [laughs] chained the freezer. 

Mom: Yes, we did— we chained the freezer, 

Sfittf: But it didn't work, nothing wprkeid. Eyentually 
the bulimic totally loses control. A little thing sets 
them at school— a friend doesn't say hello to them 
or a friend's upset— anything will set them off, and 
they will eat anything. They are totally out of 
control— violent behavior— irrational thbu^^ , - . Fi- 
nally, it got so bad, and the family had suffered 
enough— everybody _wa^ yelling at everybody, other 
people who didn't have problems now were having 
proWems— then we put db^^j om foot ^d said, 
"We've got to do something. What's it going to be?" 

ML: She described her eating disorder as periods of 
bingeing interspersed \^ith periods of very restrictive 
dieting. She s;^d it almost became a pattern of three 
days on the diet and three days off. 

But she didn't see that pattern, although it's 
something I began seeing. I cotUd almost tell when 
my daughter was going to go through a bad time. 
Her whole att[tude about everjnffiing- her appear- 
ance, how she responded to me, even how her room 
looked, just the general organization of her life- 
would just simply fall apart. Within days it would be, 
'Tm but of control." 

A^: ^Mbf t artieles_ on eating disorders describe 
bingeing as something that takes place in secret. Are 
you saying that after a while ybur daughter's binge- 
eating was but in the open? 

Bady In fact, we saw her eat very seldom. 

Mom: She did not want to eat at the dinner table. 
She did not want to participate in any type of family 
ftmctibn, especiaHy when it^ food. Once we 

aU went out for a celebration, and she sat in the back 
seat and cried the whole time because she was bri a 
diet and didn't want to go. 

Dad: Dinner table was the worst place you could 
imagine. We still don't eat dinner together. So most 
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Q£_the famay eating migrated iiitb different areas; 
They ate at baby-sitters' houses or they ate before 
they came home or they fixed their own, and so we 
never saw her sit down and eat a whole liam or 
something. We just noticed that the refrigerator and 
freezer were empty, sometimes the day after we 
went to the store. 

Af£: Do you recall how or when you made the 
decision that enough was enough.' 

Mom: I think it Was the syrup of ipecac or shortly 
thereafter. 

IM: We also discovered diet pills around at about 
the same time. We were really upset then. 
Mom: We were frightened. 

Sfl^ We knew it was sdmething we could not 
control. So you immediately say to yourself, "WeU, 
you're a Tbtten parent, you can't handle it, your kid's 
m ^frouble, and you probably started it." So now 
we ve got to figure out how to solve this problem 
and we don't have any idea what to do. 
Mom: You know, something that affected me-I was 
Sittmg in my office, and a woman came to me for a 
and fitness evaluation. In the interview she 
te^fully told me about her j)roblem with bulimia, 
and as I listened to her I almost ... I cried all the 
way home because I thought, "Herje I am very 
eompassionate with this woman ,^ and here is my 
daughter with the exact same symptoms, who must 
be gojng through .his same turmoil, and I'm telling 
her, ^Eat 1,990 calories a day,' and working through 
her diet with her and her exercise program and 
thats not what she needed." 
, . . . _^ And then one of the couples she was 
baby-sitting for— he is a physician— mentioned that 
there were huge amounts of food gbne^ By that time 
we were aware of it— we had^lready made arrange- 
ments for her fca seea counselor, but I thought^ "Oh 
that just isn't like my daughter at aU. This child is 
out of control. If she is doing it at someone else's 
home, then she really has a problem." 

ML: Your daughter dates her eating disorder as 



118 

119 



AMY*S STORY 



beginning aroimd age 13, the beginning ot middle 
school. How long was it between then and the 
family's decision to get some help? 

M^: I beheve tiiat w^ be two years. I would say 
she was 15 years old. 

ML: And you describe those years, to put it mildly, 
as turbulent? 

£h2d: 0h yeah! / went to seek professional help. 

Mom: We both did individually. 

pc^: You really get to a point where ybu_ are against 
everybodyr^verybody is against everybody, and no 
one is pulling in the same direction. It wasn't until 
we wentjq the ri£ht pereon— an expe^ on eating 
disorders— for profession^ psychological help that 
anything changed. And then the change was remark- 
able, almost overnight, almost from the first appoint- 
ment. For my moneys counseling was an overnight 
success—a huge psychological change. 

Mm: The first time she saw a psychologist she 
came home and she just sat down at the kitclien 
table and sighed and said,: ''(Mess jwJiat's tfie first 
thing Lam going to do?" I said, ''What?" and she 
said, "Not diet." 

Dad: The thing you noticed, though, was that her 
mind was better organized. And then at the same 
time her social beha^br vastly improved. She en- 
tered a church youth group and just took the ball and 
ran with it. She just loved everything about it. Aild 
these two things went jright hand in hand, the church 
group and the counseling. 

Mw^: She began to dance again^ she was able to go 
to a dance class again. Before^ she loved to dance, 
but she couldn't look at herself in the mirror. 

Dad: She'd say, ''I look bad, I'm fat"— things like 
that. 

ML: Did the eating disorders specialist meet with 
you folks and talk about what the treatment entailed 
or v/hat was going to happen? 

Mom: Over the phone she did say, *1 do believe your 
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daughter has a problem and I do felieve she needs 
aierapy. Then we Jidth said, "Whatever we can 
do-rf you need to speak with us or what have you." 
At this partieiflar time my daughter and I were 
havmg a miserable relationship, and so I felt that 
aerapy needed to be, Sdmetiiing just Betwreen our 
daughter and the psyehblb^st. Our daughter needed 
to have someone she could go to and ndt^ afraid to 
disaiss anytiimg she* wanted to discuss. We told her 
_^ttey^ ^ythmg you feel you heed to talk to the 
doctor about, tiiat is fine with us. Don*t worry about 

B^: We tiled to be concerned, but aloof. She'd 
come back^frbm a session and we'd say, "Did it go 
UK today? -something open-mmded she could say 
yes or no to, or talk about it if she wanted. 

M^:5he- didn't talk about it for a while. Then she 
started _^king about tiie sessions, actijaUy educating 
us, which was reaUy good. There came a period 
where she would say,/Tou realize . . ." and tiien teU 
us^^every nust^e we made. At first it botiiered me a 
little bit and I was defensive— anybbdy would be- 
but, as I thought about it, I came to grips with 
accepting tiie fact tiiat I made mistakes, too. But 
then we worked tiirough tiiat, too, I tiiink. as we 
were able to talk about a lot of tiie problems tiiat she 
felt perhaps we were guilty of. And I tiiink she has 
accepted the fact, not completely yet, tiiat some 
parents are not perfect. 

. The whole family was simply more 
compassionate witii our daughter. I tiiink we finally 
realized that tins was something she couldn't control, 
but It took me a long time to get to tiiat point. Prior 
to_ that time I tiiought she was eating all my 
Chnstmas cookies just for spite. Eventiially, I would 
saj^ I have a right to be angry, and I'm angry, but I 
understand you re out of control." 

ML: What advice do you have for parents or adults 
in general? 

Mom: We've been through it, so I understand how 
" are feehng-most parents are tiiinking, "I don't 
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know about therapy, isn/t there something we can 
do?'- And most always I say^ /*WeH^ isn't^ I 
think you've got to go stemght for therapy; I don't 
tfeudr tilde's any other way/' And I tell them it often 
doesn't get better. From my professldiwl expm 
I know women who starti^ ffie bingemg ^d puf g^ 
at 13 arid now they're 48 or 45 years old and still 
doihg_ it. Maybe it's with laxatives or other things, 
but they've still got the problem. They're still Very 
unhrppy with themselvi^. -_ 



a^bdatibn] at to taflc, and because there are 
lots of group programs there as well. And often the 
[asscraation] wiU refe^ them to local psychologists. 
Sometintes people say they don't think they can 
^brd a psycholopst and I say, '*Yes, you can, there 
is always a way." 

M£o <to MoniJ Db you think your occupafion in the 
health and fitness field had any effect on your 
daughter's concern with her weight arid her 
appearance? 

Mom: It could very well havjs. I'm not sure one way 
or the other. I've riever JSeeri i ^tiri person. She 
could see that I certainly ddn't have a peSect body, 
but ! 2uh stiU mvolved in health and fitness. I've 
never been a radical about it; I am very cdnsemtive 
alK?uf exerciseand I've never bees a person for ^gid 
diets, because I Hmi diete make people crazy. 
That's why I've always felt that exercise and learn- 
ing how to use food are nice. But again just by thi 
mere fact that there has always bieri ihfonriatiqri 
around the house and the discussion of it could very 
well have. ... 

XM: I dbri't thnft^ but I think it 

aggravated the situation once it progressed into an 
advanced stage. 

Mom: Our daughter was always a perfectionist and 
she always liked food. When she was just a little gtfl^ 
she was a wonderitel eater. But she had allergies^ and 
she was so ffiiri arid so little, we never said anything 
about it. When she started eating a lot in junior high. 
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we were actually pleased: "Thank heavens our 
daughter has a^bod appetite." 
J „Then when her problems first began 

1 was very cUnical ^th my daughter. She'd be 
concerned about her weight and she would come to 
me from ^e to tune and I'd say, "Well, you eat this 
amount of calories and you need to exercise this 
anbuht.'' I was not seeing the rest of it. ... We just 
bled to do it ourselves. 

That was what we did. My wife is into dieting 
and exercising, and I jog, so we hit her with "You're 
not runnmg enough" and so forth, and it was 
absolutely the wrong thing. I don't blame myself 
cause if It happened together daughter I'd proba- 
bly dx> the same dumb thinp all over again. . . Our 
daughter had the talent to dance, a tremendous IQ, 
and talent m presentation, speaking, and rhusic, but 
none of It was^worth anjthing to her, because of this 
block, this buhmie block. 

, . , It seemed to be a "wanting" psycho- 

logical problem. She needed compassion, together- 
ness, and a sense of worth; she really didn't need 
diets and a thousand calories per day or running. 
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- _ _ _ -In _1983_pre. Harrison Pope and 
James Hudson of the Harvard Medical School invited 
450 women attending ''a presti^dUs mral college for 
wdrheil'' to compile a q^^ 
anorexia iiervbsa s^^^ The questions 

used to diagnose iSese disorder? were direct tian- 
scriptipns of the criteria contain^ the D^nosHi 
aM S6itistiail M Ainerieah 
Psychiaterie A^beiatibh (1; see Table 6-1). The 
results are startling. Of the 287 (64 percent) who 
responded, 6 (2 percent) reported a history of an- 
orexia nervosa, 6 (2 percent) reported a history of 
anbreaa nervosa and bulimia, and 36 (12.5 percent) 
reported a history of bulimia. Even if we make the 
tenuous assumption that all^ ndnrespbriderits were 
never anorexic or buHmic^ IB to 11 percent of the 
women at this college had a history of eating 
disorders. 

Although surveys of women at other 
cdUeges, including cdeducatibnal state Ttmiversities, 
suggest this figure is accurate. Pope and Hudson 
were skeptical of such a high lifetime prevalence. So 
they asked 3()4 fem2de shoppers at a Boston maH to 
f iH but the same _ahbhymous questiohhaire in ex- 
change for a dollar (22, 23). Only four declined to 
participate. The distribution of ages fdr the remain- 
ing 30© 4)aralielea that fer the 13 to 64 range iirthe 
United Stetes. The result depressihgly similar 
to those of their first study. Nearly 5 percent were 
currently bulimic and another 5 percent had been 
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bulimic at some time. But the most disconcerting 
finding was that 9 (11.4 jDereent) of the 79 shoppers 
ages 13 to 20 were currently bulimic and another 5 
(6.3 percent) had been bulimic at some point in their 
Uves.^ In other words, the lifetime prevalence of 
bulimia for the women 21 and over was 7.8 percent, 
whereas that for the 29-ahd-uhder group was nearly 
18 percent. 



Epidemielefv 

.1^ Is tiie prevalence of eating disorders 

mcreasing? Is there aft "epidemic^ of eating disor- 
ders on high schiMl and college campuses? Do males 
ever develop anorexia nervosa or bulimia? 
. J Epidemiology is the branch of medi- 

cine and health science that attempts to answer these 
and rented questions (24, 26, 29). Specifically, epide- 
miologists interested in eating disorders investigate 
the follo^ng: 

POINT PREVALENCE: Within a given popula- 
tion (such as high school or college students), this 
is the pereehtage of people who currently have an 
eating disorder. 

LIFETIME PREVALENCE. Within a given popu- 
lation, this is the number or percentage of people 
who have had an eating disorder at any tifm. 

INCIDENCE: This is the number of otses that 
can be expected to arise wer a certain penod of 
time, for ex^ple^ six months or a year. Compari- 
sohs of the incidence for each of several cbhseeii- 
tiye yeare permit conclUsidhs about whether eating 
disorders are increasing or decreasing. 

ENVIRONMENTAL VARIABLES: These are so- 
ciocultural factors, for example, socioeconomic sta- 
tus, that might increase or worsen the risk of 
eating disorders when they occur. 

PERSONAL VARIABLES: These are characteris- 
tics of the person, such as gender, that might 
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contribute to tlie development or maintenance of 
eating disorders. 

Reading (arid writing) about epidemi- 
ology, wi&^ sampling, diagnostic 
metfiodology, and statistics, can be tedious and 
exasperating. Difierences in type of ^^s^^ ages 
of students, sampling riietilii^ percentage of re- 
spbnderite, t5T)e of prev^ examined, and the 
definition of bulimia and anorexia nervosa make it 
difficult to compare studies arid to bff^^^ 
coridusibris. In^^ditibn,^ studies of 
high school stadents; tfierefore teachers will natural- 
ly Find themselves wondering, about the extent tb 
whiph tile students who have beeri surveyed are 
similar _tb those feey teach. Nohethele^, epidemio- 
logical investigations are crucial for an understand- 
ing of both the need to prevent ^tirig disorders arid 
the contributing factors ori which preveritibh must 
focus. 



Aaerexia Nervosa 
Prevalerice 

_ _ . At this time we simply do not know 
the exact point or lifetime prevalence of aribrexia 
nervosa. We do knbw,^ however, ftat aribfe3da ner- 
vosa is ribt rare,_as was oric^ thoug^^ (21, 27). 
_______ The best available data on the point 

prevalence of anorexia nervdsa in high zs^^ stu- 
dents was obtained Scorn surveys of British arid 
Scaridmaviari high school students conducted during 
ffie^late 1960s and early to mid-1970s , (10), The 
participants in these investigations were iniddle- tb 
uppepclass girls. Together, these sfedies suggest 
that the risk of anorexia nervosa is 1 in 175 for high 
school grls in general and 1 in 100 for those girls 
attending private school. One of the Scaridiriaviari 
studies also found tibat riearly 1 in 10 of the high 
school gfrls could be considered to have at least a 
mild fonn of anorexia nervosa (l5). 
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„ ^ , . ^Jbe tWQ eurrent studies of lifetime 
^SlSt!ll^^!S^!.^^^to 1.0 percent. In 



^ shepping mall study 2 (2.5 percent) of thi 79 
rlv a history of anorekf nervosa 

W^^^ ^^^^ Pope and Hudson also 



elluS^^fon^"* boys^attending "a suburban, 
^du^tional school, covering grades ffirougli 12 
witfi approximately equal numbers of boardine and 
day students" (24. p. 471 Qf the m mviM 
girls who responded. 6 (3.8 percent, or 3.2 p^cent of 
the total sample) reported a history of 4oSx?a 

ed, none reported anorexia nervosa. 



Incidence 

A -r ^ Many experts believe that the ihci- 
^^"^^P"^^^^^ in middle school and high 
scha)l^girls IS mcreasing (10). Before 195^ thS^ 
dS^teTTn of anorexia rierSf 

fS^ P|yehiatric literature; as of 1980 

cSSJu^^^^ ^27). It is not known for 
^^:J^^^' whether anorexia nervosa has in- 
^^T^^ '^'^ '^' ^^ete increased 
f^"^^"^ ^^^^^^^^^eness h^^ resulted in a 
n^S '^/>a«^ostic criteria and an increase in the 

* ^ ^^^^y both possibilities reo- 

resen^ the true state of affairs to some extent (27) In 
one^New York county the hum^r f ne^^^^ 

^^im^^"^"^ dSibirihSIn 
ales 15 jffi^^ ll^e sharpest increase for fema'.es 
ages 15 to 24 Qones and others, in Eckert flOD A 
r^wew ^Df several classic in^^tigationsl^^^ 

tween .35_and 1.5 new cases of anorejda nervosa ner 
year p^^ 100.080 people (10). This iH (5nse^at?S 
estimate bemuse a significant number of caserlo 
not come to the attention of psychiabisT(27) 
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Assmhihg tiiat the earrent population of the ^ U 
States is roiiglUy 225^ mijlioh, all this means that 
there are probably between 750 and 3,200 new rases 
of anorexia nervosa per year in the United States^ 
wife ah excelleht ehanee that the actual jnumber is at 
least 10,000! R«idere who find themselves wonder- 
mg about fee figures from fee late 1970s and early 
1980s have verified the pressing need for more 
current research. 

Prevaknce and Incidence: 
Some Tentative Gohclusiohs 



Piecing tbgefeer the current re- 
search, and overlooking fee large nira^^ 
pieces, we can arrive at three tentative conclusions 
about fee prevalence arid incidence of anorexia 
nervosa: 

1. It is likely feat between 1 and 6 of every 200 
girls will develop anorexia nervosa between fee 
ages of 12 and 20. 

2. That rate appears to be greater than fee compa- 
rable prevalence reported in fee ISBOs and 
1970s. This suggests, but does not prove, that 
fee incidence of anorexia nervosa iri high school 
students is ihcfeasihg. 

3. As discussed in a later section, fee higher the 
socioeconomic statiis, the greater the risk. 



Sex Distribution 

Based on suireys of p^^ at psy- 
chiatric hospitals and eating disorders clinics, it is 
estimated feat 90 to 96 percent of anorexia nervosa 
cases are female (2, 10). The only research bearing 
on this issue: is the series of studies conducted by 
Pope and Hudson (22, 23, 24). In four studies 
inyplving 720 females (71 percent) out of a possible 
1,020 high-school and cqUege-age respondents, these 
investigators identified 21 with a history of anorexia 
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nervosa-2.9 percent of the respondents or, most 
^nservatively, 2 percent of tlie total pool, m con- 
trast, no cases of^anorexia nervosa were reported by 
-t-- ."^^^^^^^ percent of the total Med to 
participate) who were included in two of the studies 
r,,^f r,r.A , , zero prevalence for males does 

not and^ indeed ^cannot contradict clinied observa- 
tions. Until studies of high school, coUege, and 
^f. the actual proporddn of 
temales^to males will remain unknown (10). Glihieal 
studies do suggest, however, that the manifestations 

Age of Onset 

19 off ^orexia nervosa may develop before 

ana (4, 10, 12). Two mdependent studies of laree 
groups of anorexics found the peak age of onset to 
mf^i"- or 18 (4;pni £d others tefck^^ 
LIOJ). This^i5 very significant because these ages 
coincide jsaft the, beginning ^ a^^ of high 

!o '"'P^'?"?, ^ however, that 

25 (4 10% ^ ^^"^ ^® 



Socioeconomic Status and Other 
Demographic Variables 

J The research on point prevalence 

conducted in the late 1960s and early 1970s suggest 
ed an association between andreada nervosa and 
pnvileged status. Thus, during the 1970s, a number 
ef expert clmicians carefuUy examined the distribu- 
tion of their jjatients across the social classes. Thev 

^n^^ anorexic 
patients were from upper-middle-class and upper- 
class families (12). 

The strong association between an- 
orexia nervosa and :he upper classes has been 
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c<)nfirmed in recent study byi Dr. Firing Askevold of 
ffie Nalibha^ospitel in (5slo, Norway (3). He evalu- 
ated the disffibution of anorexia nervorsa and several 
psychosomatic disorder (such as rdgraine headache) 
across the high^ middle, and low sdei^ classes. AJl 
tiie psychosbmaHc disorders were everdy dis^rsed, 
but anorexia nervosa was found much more often in 
the upper than in the lower class. Fifty percent <)f 
the 112 anofeHCS in the sample were &bm the 
highest class, ^s compared wiUi 15 percent of a 
sample of age-matched women. The very small 
amount of eyidence available cbnceming scfcial class 
arid male anbfeaes is ebhtradietbry and m heed of 
replication (see Andersen [2] versus Garfihkel and 
Gamer [12]). 

It is very important for education 
staff to re^ze that aribreHa_hervbsa is not delusive- 
ly ah upper-class br even middle-class phenomenon 
(3). Garfinkel and Gamer have observed that since 
1976 the percentage of teif Morexicjiatients fiam 
the upper classes has f^eh from 71 to 52 (12). 
Although other epideminlogjsts have not reported an 
increased number of anorexics from the working 
class, it is Garfinkel and (jarner's expert impre^^ 
that anorexia nervosa is becoming more prevalent 
among the loiver social classes, Black people, and 
older women (12^ 13). 

The findings concerning religibUs 
baefcgrbimd are so variable ffiat only two conclusions 
are possible: (1) ho religious group is immune to 
anorexia nervosa in its children, and (2) more sophis- 
ticated research is necessary t^f ore it <^ be said 
with any certainty that religious affiliation is a 
significant risk factor (12). 



BuUmia 

There have: been five rec^^^^^ 
olQgical studies of bulimia in high school stude^^^ 
gehersQ this research e^rhih^^^ the point prevalence 
and correlates of bulimia (that is^ the biJimic syn- 
di ome) as defined by the DSM-III criteria (see Table 
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W'^^A^-^^ ^^^^'^ ^^b examine the percent- 
age of students wha engage in binge-eating, self- 
induced ;^mihng^4;hour fasting, and other fndhSS- 
ual aspects of buHmia. 



Prevalence in High Sehobl 

Two Typimi Studies 

of fk^ M Johnson and colleagues 

at the Nortkwesteni University Institute of Psychia- 
try sunreyed 1,268 high: school girls BefweeS the 
ays of ,13 and 19--nearly 98 percent of the gSl 
attendmg a 1^^ Ilhnois high school with a diverse 
student (15). Students were considered Snic 
It they^buige-ate once a week or more and if thev 

fro^^l^^f *S °^ ^^'^ questions derived 

ifS ^^^^^ e^mple, "Do you get uneontrol- 

^f^^ until you feel physically 

S^H^; miserable and annoyed 
with yourself after an eating binge?" (p. 18j. 

. , Johnson and his associates found a 

point prevdenee of J;9 percent. In other words, at 
the tune of ^e survey 62 girls in this large high 

^^t^Kr^^ u-"^^"^f^^ ^ uncontrollable and 
miserable fashion at least once a week, men the 
grmgent cntenon of bingeing was dropped 

this figure rose to 105 students (8.3 percent) Of 
ftose who were binge-eating on a weekly or grater 

^'a^^IK ^^^^^^^ total sample) could be 
considered to have a very serious eating disorder 

^fP**rted at least weekly se§- 
mduced vomiting or Jakative use. 
, lit 1984 Janis Crowther and her col- 

lea«ues^t KenrSgte University collected question^ 
naires from 363 Ohio high school ^rls 5hd Jiad 
received parental permission to participate (9). This 
sample was ^dra^ from four divei^e high schools 
and represented 80 percent of the 48 percent whose 
p^ents returned ^the consent form. Twentylgte 
M^mii T P^^IIPJ) n^et the DSM-m criteria for 
bulimia. In addition, the researchers identified a 
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Table 6-1. Biaghbstie Gritena for Eating Disorders 
According to the Diagnostu: and Staiisiicai Manual 
of Mental Disorders (DSM-III), 3d ed. of the 
American Psychiatric Association* 

ANOREXIA NERVOSA 

A. Intense iear of becoming obese, which does not diminish 
as weight loss progresses. 

B. Disturbance of body image, e.g., claiming to **feel fat" 
even when ernadated- 

C. Weight loss of at fest 25% of original body weight or, if 
under 18 years of age, weight loss from original body 
weight J^lus i>f ejected weight gain expected from growth 
charts may be combined to make 25%. 

D. Refusal to mSntain body weight over a minimal normal 
weight for age and height. 

E. No known physical illness that would accoiirit for the 
weight loss. 

BULIMIA 

A. Recurrent episodes of binge-eating (rapid consinnption of a 
large amount of food in a discrete period of time, usually 
less th^ two hours). 

B. At least three of the following: 

(1) c<)nsiimptipij of a high-caloric, easily ingested food 

during sLbtage^jii:^ 11 ^ u n ^ 

(2) inconspicuous jeating durit^ a binge. ^ 

(3) termihatioh of such eating episodes by abdomin^ 
pain, sleep, social ihterniptibn, or self induced 
vOTiiting. 

(4) repeated attempts to lose weight by severely restric- 
tive diets, self^ihduced vomiting, or use of cath^cs 
of diuretics. 

(5) frequent wer^lrt flu than ten pounds 
due to alternating binges and fasts. 

C. Awareness that the eating pattern is abnormal and fear of 
not being able to stop eating voluntarily. 

D. De^es^ mood and self-deprecating thoughts following 
eatmg binges^ _ 

E. The bulimic episodes are hot due to anorexia nervosa or 
any known physical disorder.* 



"Few experts accept tiiis criterion berause it arbitrarily ex- 
cludes the significant number of anorexics who binge-eat, 
purge, and otherwise meet the criteria for bulimia (see Chapter 
2). 



*Copyn^t ^ by t^^ Psychiatric Association, Washington, D.C, 

Reprinted with permission. 
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grmp of 16 students (4.4 percent) whot were eoh- 
cemed and depressed ataut frequeh^ahd uhcohtTol- 
lable binge-eating, iiutjvho did not meet the forma] 
cnteria for buimiia. Thus, if Crowther had used 
Jbimson's less restrictive criteria for bulimia, the 
comparable point prevalence would be 44 of 363, or 
12 percent. 

; When the criteria for bulimia were 

hghtened to include a weekly or greater fi-equehcy of 
bmgeing, 19 girls (5.2 pereeht) could be considered 
pulimic. If only ffie eases involving at least weekly 
biflj|eing weekly vomiting or laxative use are 
considered, then 2.8 percent of the total ehio sample 
could be said to have a very serious bulimic disorder. 



Comparison Across Studies 

- The Illinois and Ohio studies make it 

ele^ that problematic binge-eating and the syndrome 
of buhmia are cOiisMerably more prevalent than 
anorexia nervosa. This impression is confirmed by 
Table 6-2, which shows the prevalehee of biflimia 
reported in the Illinois and Qhio studies, plus three 
/^"^^ reeent studies: ^Massachusetts (24), Louisiana 
(7)^ and Arizona {17). For comparison purposes Table 
6-2 also presents prevalence data from 98 pereeht of 
a recent freshman class at the University of North 
Dakota (25). 

Conclusions 

: , Despits potemially sigftificaht differ- 

ences m methcxjolc^ and return rates, the studies 
summarized in Table 6-2 are remarkably consistent 
m suggesting that— 

1. At any given time 6 to 10 percent of all high 
school girls are bulimie aeebrdihg to the BSM-ffI 
criteria. This is a smaller percentage than the 
fig^e of 8 to 19 percent reported for ^^oHege 
women in the early 198Qs (20), but it is very 
simUar to the point prevalences found in more 
recent studies (18; Ollendick and Hart, cited in 
Stark [28]; 25). 
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Table 6-2, iPoint PreMenceL^in Percent) 
of Bulimia in Five Samples o£ High School Girls 
and One College Sample 





1 High School 


College 




Illinois 


Ohio 


Mass. 


Louisiana 


Arizona 


N. Dakota 


Variable 


(1984) 


(1985) 


(1984) 


(1984) 


(1984) 


(1983) 


Meets iess 














rigid criteria 














for buiimia 


8.3 


7.7 


6.5(0)'' 


NCS* 


NCS 


7.8(1.4) 


5ulimia with 














weekly 














bingeing 


4.9 


5:2 


NCS 


NCS 


NCS 


4.5(0.4) 


Bulimia with 














at least 














weekly 














bingeing and 














purging 


l.G 


2.8 


Nes 


1:0 


2:0(1.0) 


1.0(0.3) 















Notes: 

1. Numbers in parehthes^ refer to the prevalence for males: 
2- 1^'^ ^^^J^lusiye, i.e.^ the first subsumes the next 

two and the second subsumes the third. 



^The statistic for the Massachusetts study is a lifetime prevalence. 
NCS = No comparable statistic. 



2. Five perceixt^ 6^^^ school girls have a senous 
bulimic disorder characterized by weekly invol- 
untary eating binges aad eohsideratt^ misery. 

3. One to two ;^reeht of all high school girls have a 
very senous bulimic disorder involving at the very 
fezs/ weeJdy binge-eating weekly self -in- 
duced vomiting. This estimate of the rate of 
severe biflimia [s very close to the figure of 1.0 
percent for Seshman women at the Uniyersit;^ of 
North Dakota. It also duplicates the JSg^e oi l 
to 2 percent that emerged from the Boston mall 
smvey (23) smd ffom a survey of 369 young 
women who were attending a family planning 
clinic in Britain (11). 

4. The risk of bulimia is si^ificahtly less for rnale^ 
than for females, but males are not immune to 
even severe forms of this eating disorder. 

m 



Bulimia 



Ineidenee 

— : As is^the case ibh aribrem 
many experts and educators believe that the inci- 
dence of bulimia is increasing. This contention is 
suppisned by the Boston shopping mall study in 
which the lifetime prevalence of bulimia for the 13 to 
20 age group was more than twice the lifetime 
prevalence for participants 21 and over (23; see pp. 
^4-25 of this book). As acknowled^d by Pope and 
Hudson, however, ''no firm conclusion is possible" 
(2o, p. 293) because theirs is the only recent study 
that directly addresses the issue and there are no 
comparable studies fi-om 10 years ago. 



Prevaleflee of "Bulimic" Symptoms 
in High School 

, Table 6-3 presents the percentage of 

female high school students in the Ohio, Illinois, and 
Arizona samples who report engagmg in the individ- 
ual bmge-eating and weight control practices that 
collectively comprise the disorder of bulimia. 



Binge-eating 

, Substantial variability in sampling 

techniques and questibimaire construction make it 
d^ifticult to compile tables like this and to compare 
their Jafa with surveys of older students and commu- 
nity^ members. For ejample, no two studies define a 
bmge in exactly the same manner. Nonetheless, a 
conservative reading of Table 6-3 indicates that 1 in 
^ E^^*^ sc^iool ^Is binge-eats on a reg^^ basis, 
while l_m 6 does so weekly. A comparison with the 
results from other recent surveys yields the tentative 
but Unsettling suggestion that the percentage of 
American high school girls who binge-eat at least 
weekly is significantly ^eater than the rates of 2 to 
^^^^^^ reported for American college women 
(18, 19) and a large community sample in Britain (11). 
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Table 6--3. Pre vale and 
Evacaative iPractices in Female 
High School Students 





1 Percenta 


ge of Students Reporting 






This Practice 






Illinois 


Arizona 


Bulimic Practice 


(n=i363) 


(n = 1268) 


(n = 1082) 


Meet DSKf'III criteria 








for bulimia 


8 


8 


2-3 


Binge eating at 








least monthly^ 


17 


48 


25-3r 








(17-25) 


Binge eating at 




- 




ieasi weeiuy 


11 


21 


10-16 
(10-11) 


- -- - 

Self-mduced vomiting 








<ll IwclOL lilLfilLiiijr - 


D 


Id 


3-4 


Self-mduced vomiting 








ai icosi weeKiy 


Z 


4 


1-2 


laxative use at 








least monthly 


5 


6 


2-3 


baxative use at 








least weekly 


^1 


3 


1 


Fasting at least 








monthly 


36 


NCS'' 


13-14 


Pasting at least 








weekly 


11 


NCS 


7 


Diet pill use at 








i^sst monthly 


NCS 


12 


NCS 


Biet pill use at 








least weekly 


Nes 


6 


NCS 



Afefe: With the exception of the Illinois study, the data reported 
^J^o^ P^^i^s separation of bulimic vs. nohbulimic students. 

'Each report of a mrnthly prevalence inc'^ides the figure for 
weekly prevalence. 

Tn the Louisiana study (Carter and Duncan [7]h 9% oi the 421 
girls indicated they "currently" induced vorniting for reasons of 
weight control. _ 
^Figures for the Arizona study are based on the prevalence of 
answers to the items "Eat so much that your stomach hurts" and 
"Peei completely our 0^ it comes to food." 

Numbers in parentheses are the rates for males. 
NCS = No comparable statistic. 
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The rate of frequent self-mdueed 
yonuting (2 to 4 percent) and laxative use (4 to 6 
per£ent)^m^fiigh school girls parallels the prevalence 
ot_buhmia in that pdpulatibh. In the few surveys of 
coUege students that permits direct comparisdn^ less 
than 1.5 percent reported purging on a weekly or 
greater _basis (14, 19, 25). This raises the disturbing 
possibility that the number of younger studenti 
resorting to frequent purging is increasing. 

Fa ting and Diet Pills 

- , , , The percentage of high school ffirls 

who^Te^arly fast and/or use diet pil^s is at least 
double Hie prevalence of bulimia in that population 
i be rate of frecjuejit fasting is very similar to that 
reported lii the study of North Dakota freshmen (25). 
But, in yet anoffier disturbing comparisbh, the per- 
centage of lUmois high school girls who reported 
using di^t pm weeUy (6 percent) in 1983 is equiva- 
lent to^the figure for Gornell college students (6.5 

^ox^Y.. atlmitted having used them at all before 
lyoi (14). 



Sex Distribution 

1- i- c 1 -• i"^^ the case for anorexia nervosa, 
ftigft school girls and college women are significantly 
more likely than their male counterparts to develop 
bulimia (20, 22). Based on college populations and 
tieterogeneous groups of patients, it is likely that 
lemale bulimics outnumber males at least 9 to 1 (20). 

Bulimia in Males 

- ^> . There is too little research with male 

participants to make any firm conclusions about 
buiinua and bulimic practices in males. Pope and his 
associates reported no cases of bulimia in 107 boys 
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attending a Massachusetts high school (24). Based on 
the survey of Arizona high schenol students (17)_anr 
two surveys of college males (14, 25), however, a 
appears that 1 to 6 percent of young men may be 
bulimic according to the less: restrictive criteria M 
DSM'III Tl^ figiffe seems plausible injight _pf_the 
bbservatioh that 27 percent of the freshman men at 
the University of North Dakota admitted having 
attempted to control, their weight ''by self-induced 
viffiiitihg, Jaxative use^ diuretics, enemas, or fasting" 
(25, p^ 79). ]fe g^nei^^^ severe bulimia 

(Sequent bihgeing and jjurging) seems to be less for 
males than females (14, 19). 

: It is impbrt^t for education steff to 
realize that ffie risk of bi^^^ may be significantly 
greater for those high school boys who participate in 
activities that tend to overyalue low body weight, 
such, as wrestiihg, g5rmnastics dance, and distance 
ruhnihg. In this context bi^^^ may devel- 

op as ''creative" reactions to deprivation or may be 
communicated directly by coaches of other athletes 
as legitimate means of "making weight" (13, 21). 



Age of ()nset 

Most bttlimie disorders develop be- 
tween the ages of 15 and 20, with the modal age 
being around 16 to 18 (16, 20, 21i. It should be noted 
that this is a statement of statistical prbbabilityj ten 
(16_percent) of tiie 62 bulimic high school giris in the 
Illinois study were 13 to 14 years old (15). Similarly, 
for the bulimic girls in the Ohio study the mean ages 
of onset for binge-eating and purging were 14.2 and 
14^8 years, respectively (9). Thus, although bulimia 
tends to be a disorder of later adolescence, eighth 
and ninth graders are vulnerable. In fact, the stiidy 
described next suggests that up to 30 percent of all 
bulimics develop the disorder before age 14 or after 
age 23 (16). 



138 



Bulimia 



Socioeconomic Status/Deffiographies 



- ^ In tHe early 1980s Graig Johnson and 
colleagues Received a set of surveys concerning 
bulimia ffom 361 women who had initially written to 
the Anorexia Nervosa Project at Michael Reese 
Hospital in Chicago for iitformation about this eating 
disorder (16). "The typical bulimic who participated 
m Jhis survey was a white, single, college-educated 
female in her early 2ds who Cidmes from ah upper- or 
middle-class family of more tfeih one child" (p. 162). 

This description is nearly identical to 
the miage of the "typical buUmic" or "biiUraarexic" 
as popularized (perhaps inadtertently) by Marlene 
Boskind-White and William White (5). The bulimics 
these psychologists worked with at Cornell Universi- 
ty tended ta be "white middle-class adolescents and 
women in their twenties with a strong onehtation 
toward academic aehievetheht and a traditional life- 
style" (p. 33). According to Boskind- White and 
White (5), these women are paradoxes to themselves 
and to their therapists. In general they are intelli- 
gent^, attractive, capable, and perfectionist— on the 
outside a perfect package of modem American wom- 
anhood. On Qie inside, however, they feel worthless, 
lonely, empty, out of cehtrol, and "fat." 

The studies by Johnson and Boskind- 
White suggest that those at greatest risk for develop- 
ing bulimia are those most likely to develop anorexia 
nervosa— privileged ymmg white women. However, 
medical writer Janice Cauwels (8) rightly cautions us 
that ttie now stereotypical portrait of the biiiimie as a 
highly polished girl with ah empty core is probably 
the result of a sampling bias or media bent on 
exploiting the association between bulimia and weH- 
knovwi "golden girls" like Olympic gymnast Cathy 
Rigby. Cauwels comehds that bulimies are a much 
more heterbgenebus group than anorexics. This ar- 
gument is suj)ported by the finding tliat bulimic high 
school students from Illinois and Ohio do not differ 
significantly from their ndnbulimic peers with regard 
to race, parents' marital status, parental education, 
and family socioeconomic status (9, 15). 
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Conelusisas 
and Implications 

The Prevalence of Eating Disorders 

X^mvclmum. F^^ of 
eating disorders as an "epidemic" on today's middle 
school^ high school, and college campuses. This is 
probably too strong a label for the prevalence of 
either anorexia nervosa or biffinia. Yet the data 
reviewed in this chapter leave no doubt that eating 
disordere are distressingly prevalent. At any specific 
time 1 in every lOO to 150 high school girls is 
anorexic and 5 to 10 percent are biffimic. Given that 
another 1 to 3 percent would have borderline eating 
disorders^ this means that in a class of 200 high 
school girls, 15 to 25 will currently have ah eating 
disorder. 

These statistics are appalling, but the 
problem is more extensive than that implied by data 
on point prevalence. Research on the lifetime preva- 
lence of bulimia^ suggests that, if pieseht trends 
continue^ by age 18 approximately 10 percent o{ higii 
school girls will be or will have been bulimic; by ag<i 
20 that figure will have risen to 10 to 17 percent; and 
by age 23 or so nearly 19 percent or 1 in 5 will mee; 
or will have met the 5SM///^ntena for bulimia (23^ 
24). It is also likely that by age 20 at least 2 percent 
of the women who have attended high school wiH be 
or will have been anoresae. 

Imptimiwm. Eating disorders are a 
fact Of life on middle school and high school campus- 
es. On the basis of prevalence alone they deserve the 
serious attention Of teachers, eotmselofs, hurt>es, 
administrators, parents, and other students. 

The Incidence of Eating Disorders 

ConcBdsions. Many experts and many 
teachers believe that the rate of eating disorders is 
increasing. The available research data are sparse. 
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but m general they reinforce this belief. Moreaver 
there is some indication that today's liigh school 
students are more likely than their predecessors to 
bmge-eat frequently and to use evacuative methods 
(such as self-ihdueed vomiting or laxatives), 24-hour 
fasting, and diet pills m order to control their weight. 

1. ,j Mpliea^ns. Oh the one hand, teach- 
ers should be leery of the phrase "epidemic" ih 
regard to eating disorders, d^^ other hand, it is 
clear that something significant is happening with 
respect to the importance of food and weight mah- 
agemejit for middle school and high school students 
(see ehapter 7). A discussion of bihge-eatihg and/or 
the mcreased use of dangerous weight control tech- 
niques might be ah excellent starting point for 
examination of our culture's paradoxical obsession 
with food and thinness. 



Sex Distribution 

^ ^^c^usiEms. Girls are at least nine 
times_ more likely than boys to develop ^ eating 
disorder. This does not mean, however, that boys 
w°"^^ men are inyulnerable to anorexia nervosa 
and bulimia. The current data indicate that 1 to 2 
percent of aU boys will develop bulimia during their 
high school years. 

, . , 1 Implications. Teachers should address 
their lessons and other remarks about eating disor- 
ders to both girls and boys; it is a major error to 
convey directly or indirectly that eating disorders are 
a woman's problem." Moreover, ^though it is a 
veiy sensitive subject for adolescents and adults 
alike, a discussibh of anorexia nervosa and bulimia 
must at some point come around to the reasons why 
the vast majority of sufferers are female (see Chap- 
ter 7). Teachers should take extra care in preparing 
themselves for this inevitability. It is imperative that 
t^s volatile subject be handled in a manner that 
addresses and acknowledges sex differences without 
obscunng the cultural, familial, and biological factors % 
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that place both boys and girls at risk for an eating 
disorder. 

Age of Onset 

Conclusions. The age of onset for 
anore^a nei^osa and bulimia is highly variable, but 
in general the period of higjiest risk is ^es 14 to 20. 
^brexia nervosa seems to have two peak ages of 
onset-- 14 and 18, while the average age at which 
bulimia begins is 16 to 18. 

: Implications. These figures reaffirm 

one of the reasons for writing this book^ namely tfiat 
secondaiy school teachers ^a^^^ other staff are eh- 
countering students at a tiroe when ffiey^ very 
vulnerable to tiie development of eating disorders. It 
is an article of faith that teachers and staff 
reverse or significantly reduce: this viflhierability 
through their educational _^d advising efforts (see 
Chapter 10). In this respect, the transition from 
middle school to high school and the departure from 
high school deserve special attention as times of high 
risk. 

The great variability in age of onset 
is as important as the averages and modal ages. A 
significant number of eases^b^gih around ages 12 or 
13, indicating clearly that middle school students are 
an appropriate target for preventive education about 
eating disorders, including programs designed to 
deemphasize appearances and emphasize self-esteem 
and positive copmg skills. Conversely, the fact that 
as many as one in five cases of anorexia nervosa and 
bulimia begin after age 25 serves as an important 
reminder to teachers that their colleagues, both 
female and male, are not immune to the development 
of eating disorders. 

Demographic Characteristics 

Conclusions. There is a fair amount of 
evidence to substantiate the stereotypical conception 
that the anorexic and the bulimic are usually young 
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white girls from weU-to^o or upwardly mobile fam- 
mes. Unfortimately, aie most recent data and clinical 
impressions indicate that these disorders are becom- 
ing mare egaliterian, perhaps as the cultural obses- 
sion with slendemess spreads from the upper to che 
lower socioecondmie classes (12). 

- Implications. Both the stereotype and 

the contradictory evidence are very significant for 
tochers. With respect to the heterogeneity of people 
with ea^g disdrdeis, teachers would do well to heed 
Janice Cauwels's (8) statement that "biOimics are 
wdmeh [^Is] whom we know. Every reader . . . has 
an acquaintance who seo-etly binges and purges*' (p. 
95). Students with eating disorders, particularly bu- 
limia, may be Black or white, rich or poor, conform- 
ist or rebel, good student or dropout. At one ex- 
treme, students who appear to havre nothing may 
want to be SGiheaung^ and slendemess is a ready 
badge of distiiiction and control At the other ex- 
freme, the association between eating disorders and 
pnvile^ is an impdrtmit remainder that youngsters 
^hp appear to tew everything can /ge? like nothing, 
ims bitter contrast may make them even more 
susceptible to the devastating drive for control and 
thinness than those students from whom little is 
expected (6). 
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The Role of 
Culture in the 
Cause of 
Eating Disorders 

^ I^. Craig Johnson is a co-director of 

the Eating Disorders Program at Northwestern Uni- 
versity's Institute of P He has 
treated hundreds of bulimics and anorexics, most of 
whom are female. During his initial consultatiQn with 
a bulimic, he usually asks whether Bhe wbtdd relin- 
quish the binge-purge cycles in e^^ for a 
weight gain of 10 pounds. Although nearly three- 
quarters of these women are of low or formal 
weight,^ they regard: his proposal with caustic dismay. 
Most flatly state that ''they'd rather be dead than 
gain 10 pounds" (7). 

What is responsible for this destruc- 
tive equation of thinness with happiness and hope? 
How has fat, still a sign of prosperity and health in 
poorer countries, come to represent helplessness, 
ugliness, and immorality? What role do these equa- 
tions play in the development of eating disorders? 
There are no simple answers to these questions, 
because research and clinical experience confirm that 
anorexia nervosa and bulimia must be imderstood as 
multicMmensidnd butebiM^ of a transaction between 
biological constitution, family dynamics, personality, 
life circumstances, and culture (12, 19; and see 
Chapters 8, and 9 of this book). 
- Culture as a factor in eating disorders 

is a particularly important topic for all school em- 
ployees interested in preventing eating disorders (13, 
21, 22, 23). When we conceive of anorexia nervosa 
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and bulimia solely in terms of "mental iHness" or 
oral fixations" or "enmeshed families," there is a 
^trong temptaUori to^stehce ourselves from them as 
ynteresiing" phenomena in the realm of psyehiatry. 
H our society is somehow encdurafihg eating disor- 
ders, however, then teaehere, staff, and students 
US^ fte oppdrtunity, if not the responsibility, to 
shift from inadvertent participation in a negative 
proeess to active elimination of pernicious attitudes 
expectations, and practices. 



Boimdanesef a 
Cultural Model 

. ^ - It is ^asy to speculate about the 

influence of cultiffe. The fact that 95 percent of the 
pedple with eating disorders are ydiing women 
strongly suggests that the meaning of femininity in 
modem Western society h^ something to do with 
gie development o^^ anorexia nervosa and bulimia. 
The association between eating disorders mid socio- 
economic privilege also pdints directly to the opera- 
tion of social forces. From a historical perspective 
our society's obsession with thinness evokes numer- 
ous ejcamples— Chinese footbinding, suffocating cor- 
sete with steel stays, porndgraphy-of the culturally 
sanctioned oppression df women's bodies and minds 
(3^ 12). 

. Our present lack of methodological 

sophistication and tfie scarcity of actual data make it 
possible to thedrize about these and other cultural 
factors With little fear of contradiction. Thus, before 
epnsrfering the available research it is necessary to 
elari^ the limits of a sdcidcultural theory of eating 
disorders. 

, , . Culture is but one of a number of 
interrelated influences^ Cdnsequently, culture cannot 
cause anything because it is manifested only through 
an interactidn amdhg differentially receptive individ- 
uals, their families, and their particular life eircum- 
stahees (see Chapters 8 and 9). A cultural perspec- 



146 

147 



THE ROLE OP CULTURE 



live begins witli tlie simple but important fact that 
not all people exposed to the same set of overt 
cultural factors develop eating disbrdere. A substan- 
tia percentage of ffie women bom between 1950 and 
1960 have no **disorders^'' whereas large numbers 
suffer from other disabling problems such as depresr 
sion and agoraphobia J29)^^ also keep in 

miiid that ^orexia nervosa predates the industrial 
revolution- an excellent description of it dates from 
the seventeenth century (Morton, 1694, reproduced 
by Andersen [1]). 

Another limitation is a si^ificant de- 
gree of imcertainty about exactly what we are trying 
to explain. Is^ere one set o£ cjdtui^ factors for 
anorexia nervosa and a different set for bulimia? The 
answer depends on the relationship between the two 
disorders, and it is riot known for certain if they are 
separate Mictions or different expressions if the 
same psychopathology. 

This chapter ass^ anorexia 
neryosa and bulimia are hot completely^ -separate 
^Kctiqhs. Severe calonc restriction and binge-eating 
are Sequently associated^ and the transition between 
anorexia nei^osa and bulimia <^ either 
directidiL iSS^ and see Gl^apter 1)^ In addition, ahor- 
e^dcs^ and bulimics share many characteristics (1; and 
see Chapters 8 and 9). The sufferers of both disor- 
ders are predominantly white fern the upper 
social dasses- WiSi bb^ there is an in- 
creased prevalence of depression, eating disorders^ 
and weight problems in the immediate families. 
FinaUy^ anorexics and bulimies share a drive for 
thinness, ^ intense fear of becoming fat, and a 
distorted body image. 

The final constraint on efforts to 
specify the role of culture is the sheer number and 
variabilis of people with eating disorders (see Chap- 
ter_6). The extent to which a disorder affects a large 
number and wide variety of people is inversely 
proportional to the likelihood of a simple explanation 
of the _ ways in which c^ factor influences 

that disorder. Coronary-prone (Type A) behavior is a 
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cbnsteHaHbh of tSme urgency, runaway ambitioh, and 
cynical hostility that appears tb^eharaetenze 40 to 60 
^rcent of the white urban male population (28) 
Repeated failures to discover consistencies in tte 
peKbnalities, life stressors^ and faffiilial circum- 
stances of Type A males have taught us that general- 
izations about widespread problems are necessarily 
elusive. 

. The stereotyping of bulimics and an- 

orexics IS misleading and imparts a false confidence 
about the direct role of cultural factors. But teyond 
this, the bvereimplifications contained in the deluge 
of marine articles, bwjks, and films about eating 
disordere may themselves Jtee a cultural contribution 
g the apparent upsurge dimng the past 10 years. 
Trun^tmg phrases like "The Best Little Girl m the 
World and "the golden ^1 syndrome," of reveling 
in the tale of Jane Fonda's battle against bulimia, 
the media inadvertently or sometimes pjirpbsely 
strengthe^tiie association between eating disorders 
and culturally valued chafacteristies such as social 
status, mteUigence, perfectionism, and self-control 
(16). In effect, arrange of books, television dramas, 
and magazine articles have glamorized eating disor- 
der, much as some Victorian observers came to 
associate a tubeKuIar appearance or malady with 
artistic genius (12, 16). 



The Gleiigeation 
of Thinness 

Can a Womah Be Too Thin? 

^ - ^ - The study of sociocultural factbrs in 
the development of eating disorders has been shaped 
m large part by Drs. Paul Garfinkel and David 
Garner of the University of Toronto (12, 14, 16). 
Their research makes it clear that the increase in 
eatmg disorders over the past 15 years coincides 
with a ^ cultural glorification of thinness that has 
placed "intense pressure on women to diet in order 
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to conform to an unrealistic standard for feminine 
beauty" (16, p. 515)[. 

The JDuchess of Windsor is reputed 
to_have said aiat_''No woman can be too rich or too 
thin/' Before dismissing this cliche with a s^mile^ 
consider that each year the many thousands of 
visitor^ to Madame Tussaud's wax museimi in Lon- 
don are asked to state their choice for the most 
fcautiful woman in the world. In 1970 their favorite 
was the curvaceous Elizabeth Taylor. In 1974 a 
young model narned Lesley Arihstrohg made the top 
ftve^ At age 17 she stood 57" and weighed 97 
pounds. By 1976, Lesley Armstrongs better known 
as ^Twiggy,'' was number one {A, 31). 

A variety of studies €b^^ since 
1970 confinn that wbmen^rc slendemess to be 
the most important aspect of physical attractiveness 
(16). Most teenage girls when asked alxiut this issue 
will state that ''guys like thin girls. " This belief and 
its connection wife body dissatisfact^^^ were exam- 
ined in a recent study at the University of Pennsylva- 
nia (10). A large number of male and f emale college 
students were shown two sic^ mascu- 
line andif emihirie Outlines in ^dations jf om thin to 
portly- The students then selected the points along 
these dimensions that best represented their current 
figurev their ideal, the figure most attractive to the 
opposite sex, ^d the shape of the opposite sex they 
found most attractive. 

The results reveal just how deeply 
the worship of thinness has been impto^ into 
women's minds. For m^ fhe cufrent, ideal, and 
attractive figures we^^^^ and each was 

significahtly more rounded than the average male 
figure preferred by womeii. That is, in general men 
misperceive the shape^ women in a 

manner that reconciles it with their perception of 
their current shape Md their ideal shape ^^^^^ them- 
selves. It is very plausible that this ''distortion'' 
serves to maintmh self-esteem (24). 

For females, the pattern of ratings 
was very different. Roughly 65 percent felt them- 
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^Ives to fe too heavy relative to their Jdeal and to 
tte^ape they believe men to prefer. This level of 
So^^r.^*^"* IS very similar to that reported by the 
33,000 women who returned Glamour Magazine's 
tedy image survey (11). On the average, the female 
physique preferred by a college man is indeed signifi- 
cantly thinner than a eoHege woman's perception of 
her current physique. What a college womafiL thinks 
is attraebveto men, however, iS: actually significantly 
Hunner than the shape preferred by those men. Most 
important is the sad fact that the woman's ideal 
shape IS even thinner than her misperceptioii; of the 
shape ide^y attractive to men— in other words it is 
Uie thinnest of all the ratirt;^. This study leaves' little 
doubt thatt for college women at least, there is a 
signtficant intern^ need to become thinner, and that 
slenderhess is much more than an issue of attractive- 
ness to the opposite sex. 

^ - ^ Intrigued by the shift in standards of 
teauty from Elizabeth Taylor to Lesley Armstrdhg 
Cjpier and Garfinkel analyzed the measurements of 
mybby magazine centerfolds and Jkliss America con- 
testants from 1959 to 1978 (12). For the centerfolds 
there were statistically significant decreases in aver- 
age bust and hip size accompanied by an increase in 
waist size^ This trend toward a more tubiilar. Twig- 
gy-like shape was alsb seen in Miss America contes- 
tants. The cdrrelatictti between year and their per- 
^-SW ^^erage weight for height was an astounding 
-t^O.83, a degree of relatedness that would occur by 
chance less than 1 time in 19,090. Further, since 
197a_the ;Winners of the pageant have Weighed 
Significantly less than the other contestants. 



- Th^e data do not constitute regret 

over the abandonment of Elizabeth Taylor as an 
ide^ of feminine beauty. In fact, I am reluctant to 
discuss body measurements at all. Because there is a 
strong possibility that the sexual objectificatibh of 
^9"*^ in any form contributes to the identity 
diffusion, body dissatisfactibh, obsession with diet- 
ing^ and misplaced anger manifest in many people 
with eating disorders (3, 27, 39). Nevertheless, the 
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research just reviewed clearly supports the conten- 
tion that over the past 20 yeare or so iiniJKirt^ 
segments j5f flur oUture hav^^ to glbr^ tiiih- 
ness % 12). Even thoi^h coirelation does not imply 
caii^ty, it is at least thought-provoking that the 
emergence of Lesley Armstrong as a standard of 
beauty, has parallel^ teth an ateblule increase of 
approxiraately five pounds in the average ^w^^^ of 
womeh imder 30 and the emergence of eating disor- 
ders as a major health problem (12). 



The Media 

How is the obsessio^^ with slehder- 
ness transm through ^y populsir 

magazihe_br watehing Ty for a few hours, it is easy 
to develop the conviction that the media assault us 
^th outrageously thin models and preposterous ad- 
vertisements whose elaiins £br the restorative power 
of wortifless or dangerous diete the cant of any 
''snake oil'' salesperson (13). And the prbpaganda is 
by no means always so primitive^ ^ample^ Jn a 
recent series_bf articles ateut socibcultji^ ^ctore in 
the development of eating disorders, the Cleveland 
Plain Dealer (October 6-8, 1985) included '10 
Weight Loss Tips That Really Work,' Vtiiereby mido- 
ihg its own criticism of preii^^^ 

Despite my impressions and those of 
many experts (such as Bruch {6]), there Ms been 
surprisingly little systematic mvestigatibh of the 
media's eqnttbutibh to the^gjorification of thinness. I 
came across only one study of television,^ which 
found that a mere 2 percent of th^^ 
prime tirrle were plump or bverwdght^_ and 
tSiimess ii^aefre^ was positively correlated with a 
likable personality (Kurinan, cited in Oarner and 
othere [14]). I admit that fuilJi^^^^ 
sary to convert impressions into facts, but I still find 
myself very concerned about the role of the media 
when— 

1. 1 see pictures of Mary Decker Slaney and other 
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athletes who are extremely thin and extremel? 
successful. 

2. I see my first grader's cartoons interrupted by 
commerei^s for a product aimed at elementarsr 
school girls called "Get in Shape, Girl." 

^- X^'f^J^y newsstand at the supermarket and 

iim Stmmer: ATnerica's Fihiess Afagazi^^ 
4. I see the romanticizing of anorexic-Uke ballet 

tSScP..?^^^^^^^^!^^ (August 2, 

i. 7 ,J^x)ore, a painfully thin young dancer 
who looked as though she might float away at 
^y jnoment, was perfecUy east as the ghostly 
Giselle. With her fragile body, huge eyes, palg 
face, and fluid arms, she created a touehiiigly 
poetic^ ehar^ter who danced weightlessly and 
lUfanrately wafted into the wings like a zephyr" 
( Friday Magazine," p. 4). 

J . Women's magazines such as Fogwe 
m ^^imimi^ma.y be particularly jnfluential in the 
gter^tion of thmness, although niustrated's 
^bwimsuit Issue certainly conffibutes to the dbjeett- 
fication/of women and to the reigning zinisbeKef that 
to be fit IS to be thm and vice versa (16). In a survey 
of: five popi^ar women's magazines, Garfinkel and 
Garner fomid that imm 1970 to 1978 the number of 
teature artietes on dieting was double that pubKshed 
in the pre^ous decade (12). Anyone interested in 
eating disorders should find it disquieting that invari- 
ably these magazines offer an * 'anorexic "mix of thin 
models, ^icles about dieting and exercising, recipes 
tor sweets, and numerous photographs of mouth- 
watermg food m binge proportions. 

The Pursuit of Thmness 

. . The worship nf thinness can also be 
seen mattitiid*3s^ toward overweight and the extent 
of ^people s invoivement in weight control. If bur 
culture is somehow setting the stage for eating 
disorders, we would expect that (1) negative atti- 
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tudes about overweight people would be common, (2) 
there would be Srtdespread dissatisfac^^^ A^th body 
weight and sfepe, (3) a large hmTiber_ of people 
would be intensely involved in dieting and weight 
control, and (4) Uie attitudes and practices of ''nor- 
mal dietere'/iirauld^ be s to those dt people w 
^tihg disbrdere. Efefqr^ readers 
might carefully examine their immediate, ''gut-level" 
answer to the following question: "Assuming I could 
make your choice magit^ come tnie, would you 
father become more Ibvihg in your personal life, of 
would you rather lost^ 20 pounds from wherever you 
wish and keep it off?'' 

Prejudiee and Overweight 

^ ^ Qhe Sight a Blanny actress appearing 
oh ^ 'The Tonight Show'' said poihtblahk that fat 
people pollute the esthetic environment (36). This is 
prejudice, impitte and simple, n _ 

Dre._ Susan and 9. Wayne Wo^^^ 
the directors of the Eating Disorders Clinic at the 
University of Cincinnati Medical Center^ have re- 
viewed a great deal bi res^eh that suggests that 
hostile attitudes toward overweight are widespread 
and deep-rooted (16, 36, 37, 38). Prospective parents 
rate, a picture of a chubby child as less friendly, 
lazier, stupider^ dfftier^ ^d baierwise less desirable 
than pictufes of a medium or thin child. Preschoolers 
prefer to play n/ith a thin rag doll rather than a fat 
one, even though they caimbt s^^ why. By the 
secbnd grade man^ children bf bbth sexes ahd^aH 
weights are following in flie footsteps of their par- 
ents; even the overweight children describe the 
silhouette of a fat child as "dirty," "lazy," "sloppy," 
"ugly," and "stupid." 

The research with prospective par- 
esnts makes it clear that most people do not outgrow 
this vicLbus sterebtj^e. Cbllr^e students reebmrrie^ 
a thin of jnedium pef son a job ovef a fat bhe, 
even Hiough all the applicants' performance of a task 
on videotape is identical. I am also ashamed to say 
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that, in the late 1960s at least, psychologists, physi- 
cians, and jnedieal students did not differ signifieaht- 
ly fi-om elementary schcwl children in judmhg fat 
^qple to be "slow/' "unsueeessful," "weak," "pas- 
sive (lazy)," "not nice," and "ugly" (16, 36). 

, , The prejudice and ostracism that sur- 
romid tiie overweight child undoubtedly influence 
later perceptions of self and others, particularly 
when they are remforeed by our cultural overempha- 
sis on a woman's appearance (37, p. 82): 

The_child^hbse build is socially "deviant" comes, early 
tn Me, to f€^4ed by others as responsible for his/her 
condition, and deajtving of social disapproval, and 
scK)ner or later, is subjected to pressures to resbict food 
mtake in order to "correct" his/her condition. Failure to 
do so is seen as "weakness," "wanting to be fat," or even 
as a masochistic desire for rejection. 

, , Can there be any doubt that fat chil- 

dren mtemahze this hatred^d rejection, and that 
children ^ho are not fat Jeam to dread the prospect 
ard signifieahce of being overweight (37)? Hatred 
rejection^ ostracism-strong words, but words that 
clearly capture the emotional basis for arguing that 
in our_culture the management of weight and shape 
IS much more tiian a cosmetic or medical ebhcern. In 
our culture avoiding fat is a moral issue (21, 3^). 

, At this point TOany readers will find 

themselves resisting Jhe impUcation that there is 
absolutely nothing wrong with being overweight. 
This IS understandable. For at Jeast two decades the • 
medical and psychdlo^eal communities have, with 
great authority, proclaimed that not only is being 
averwei^ta health hazard, it is a stigma of emotion- 
al disturbance. These beliefs are so ingrained in our 
cultur^^heritage that it seems foolhardy to challenge 
them. Nevertheless, they are false, and their perpetu- 
atioji must be considered a way in which the helping 
professions, in collaboratioh with insurance compa- 
mes and organizations such as the American Heart 
Assoaatioh. contribute to eating disorders (2, 16, 
d/j^ iixtreme obesity is potentially unhealthy, but 
mild-to-moderate obesity simply does not matter 
(except for the stress created by the reactions of the 
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indiyidual of others), EpMemidlo^c^ research iridi- 
cafes that wiauh_ an_80-Ib range— for example, 
115-195 ^-imds for women 5'3" to 5'6"— there is no 
association^ between obesil^ and mortality- In fact, 
sortie studies have shown that, for fertafii ages, 
obesity is inversely related ta mortality. Furffier, 
although 95 percent of those with eating disorders 
are women, the mortality rate for wdinen is signifi- 
eantly less than that fer men in aH under- and 
overweight categories (2, 16, 37). 

The contention that being rjverweight 
i? a sign of psychological dysfunction is also contra- 
dicted by tfe preponderance bf e^ 
notes Hiat "most controlled studies do not find the 
obese to be more neurotic^ sexually inadequate^ or 
emotionally disturbed than individuals of ridrmal 
we^ht _Ih fact soihe_ 4^1^ have found obese 
individuals to be less anxious, less depressed, and 
less prone to suicide tiian those of normal weight- ' 
(16^ p. 522). It is true that many people cte 
caHy pvefeat in response to stxe^^^^ 
boredom (11). More and more evidence is accumulat- 
ing, however^ that this coping style is not the cause 
of obesity (16).i _ 

In suihmaiy, the physical risks and 
the psychological significance of being overweight 
have been greatly exs^ There are indeed 

problems ^associated wiffi being overweight in bur 
society, but these problems denve fi"om the prejudice 
against obesity and the pressure on overweight 
people to diet (16, 36), Restrictive dieting js ^ 
ineffective long-^eim meffiqd of weight control, and 
it places one at risk for anorexia nervosa and bulimia 
(see Chapters 8 and 9). 

Body Dissatisfaction and Dieting 

Gbhsider the following recbllectioh: 

One night, I gave myseif permi^ibh to really splurge^ ; . I 
mixed it ill: grease, cheese, arid salt ... I was sure I had 
gamed. The nesrt moraing L it as I rolted put of 

bed. When I looked in fte jnirror my hip iones had 
vanished ... I was terrified. The whale that I had once 
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been wa^lopming. I inchecl onto the sqde with dread arid 
horror. _With me eye shut, barely breathing, I looked 
down. Three numbers stared up at me-192; I had not 
^Shf^? ff^i^ ^J^. overcome with joy and refief, 
reappeared. (36, p. 65) 

Although this sdurids Hke the diary of someone with 
%!^^ ^^. 3 is a selection from a best- 
^Umg diet book. Its publication marks "the first 
tmie an eatmg disorder-anbrexia nervosa-has been 
marketed as a iure for obesity" (36 p — 



, . Every year numerous popular weight- 

loss regimens capitalize on our prejudice against 
obesity as they pander the tiiin body to otherwise 
mtelhgentTeaders seeking a magical solutiojiJo life's 
problems (13, 36). According to WooLey and Wooley 
some of ftese ^ programs are particularly pernicious 
because they glamorize dieting whDe blithely encour- 
aging readers to plan binges and compensations- 
fasts, days restncted to eating only one food, foods 
designed to ^ mduce diarrhea^ and manipulations of 
^ter retentimmstead of body fat (36). The popular- 
ly of the weight-loss^genre is a, tragic testament to 
the wiUingness of nulhons of Ameriefiis to reject 
themselves and embrace the primitive but seductive 
eqmtions tiiat constitiite the foundation of the diet- 
exercise mdustiyj^dieting - slendemess = goodness- 
eating^nbrmaHy = fat = badness. The popularity of 
some diet Tegimens only serves to increase the risk 
of eating disorders by perpetiiating "the prevailing 
Denet . . ._ that nothing is worse than being fat; that 
no_pnc^js too high for thinness, including health" 
(Ob, p. 65). 

fSaf c= ^ Jo 1^78 a Nielsen survey revealed 
tnat 55 to 60 percent of all women ages 24 to 54 
diet, and ^of that group three-quartere acknowledge 
i^H^ ^m Ibbk.better rather than t& feel 

better (30). Similarly, 42 percent of the 33 000 
women who completed Giamour Magazine's body 
image s^ey said losing weight would make them 
happier than "success al worfc," or "a date with a 
man yoq admire" (11). Moreover, a full three-qum-- 
ters of these respondents considered themselves too 
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fet, including 45 percent of those who were under- 
weight. The pressure these women feel to diet is 
captured sucdnctiy by the startling fact that two- 
thirds of the undefw^ghi women ''often want to diet 
because they feel fat." 

Studies conducted during the 1960s 
revealed that 50 to BO percent of higb school g&ls in 
ffie United ^tates^ Ehgla^^ and^ Sweden had dieted 
at some fime because they considered themselves 
overweight, even though oni^' half erf were too 
heavy According to standardized measures (14^ 20). 
To update this research Johh KeUy and Sonia^^^ 
of the University of Minnesota recently surveyed 
nearly 2,000 boys and girls from 12 suburban high 
schcNDls serving predoininantly white and middle- to 
upper-middle^^lassjsfc^ TJus investigation 

focused on the attitudes and weight mana^ment 
practices of the 85 percent who were considered 
neither too thin Jiof too fat because their weigh^'-feH 
between ffie SSHi and 114tl^ percent of standard 
weight for height and age/' (p. 194). 

Kelly and Patten found that a large 
percentage of nonrkl-weight: teenager 
girls, _were dissatisfied witii_ ffieif weight ^d/or 
concerned about being overweight. Around 40 per- 
cent of the boys and girls wanted to lose weight, but 
a closer analysis indicates that this parity is illusory. 
In general the boys wanted to reduce so that they 
could be more successful in competitive sports, but 
they were unlikely to translate their desire into 
either dieting or exercising with the intention of 
losing weight. 

On the other hand, the figure of 40 
percent probably underestimates the percentage of 
girls who were concerned about their weight and 
trying to lose weight. A majority of the girls— none 
of whom was technically overweight— were ''fre- 
quently'' or ' 'constantly' ' concerned about being 
overweight (69 percent), wanted to be "very thin" 
(59 percent), liked losing weight (68 percent), and 
got angry with themselves after overeating (69 per- 
cent). Just under half of these girls were currently 
dieting with the express intent of losing weight and 



158 



157 



The Pttrsuit of Thimes 



increasing their attrieHveness, which they see as less 
tiian fliatof^eir female peers. The extent to which 
the glorification of thinness has influenced today 's 
teenage girls is seen in the feet ffiat hot a single one 
whose actual wei^t was between 95 to 115 percent 
of the^tahda-d for her height and age endorsed the 
item i feel more attractive than most other people. " 

: Kelly and Patten's rese5ffeh suggests 
th^, at any given time^ at least 40 percent of all 
white, middle-class, iwrmal-weight girls attending 
suburbaiL high schools are actively engaged Jn losing 
weight in order to become very thm. Of equal 
importance is the flnding that for j^ls, but not boys 
slendemess was positively correlated with higher 
grades, ^ore^ friends, and a greater interest in 
dating. TTiis raises the disturbing possibility that, as 
a result of cultural messages equating thinness with 
beauty and virtue, slendemess is actually becoming a 
significaiit eharaetensfic m the development of femi- 
nine self-concept and self-esteem (29, 39). 

If slendemess has indeed moved 
from the category of a magical solution to a real 
asset^ then there exists j double jeopardy that is 
bound to place more and more young girls at risk for 
eatmg disorders (20). On the one hand, girls who do 
not wish to be thin or who are genetieaUy incapable 
of It will be actively disediraged from feeling good 
about their bod[es and themselves. On the other 
hand,^ aie vast majority of those who buy into this 
new Amencan dream"— slenderness-will be con- 
tinuaUy fighting the dictates of their biological con- 
stitution, the abundance of both nutritious and nbn- 
nutntious food, and the cleverness of professionals 
who earn a lot of moneys advertising pizza, beer 
hamburgers, and candy. The dieter who sees no 
choice but to reduce may or may not become and 
remam thin (and the mids are very much against 
both), but either way the cost of rigorous dieting will 
be very high-a perpehial hunger for food aiid 
unconditional positive regard, indulgence in danger- 
ous weight-control practices, an unstable self-image, 
a constant war with the self and others over the 
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issue of eontrol, disfflusiohmeht upon discbver- 
mg tiiat in the long run self-denial is no more a 
solution to life's complexities than indulgence (16, 
20). 

Eafing Disorders and _ 
Normal Weipt Control 

- ----- The fact that weight aimety^ body 

dissabs^^ dieting, and dangerous weight-control 
practices (see Chapter 6) occiir with great frequency 
amon^ high school and college students raises the 
possibility that anbremjiervbsa JHid_buliihi^lie at 
ffie^xfa-eme end of a ciUtui^y supported continuum 
of maladaptive beliefs and behaviors. To test this 
hypothesis Gamer devised the Eating Ilisbrders^te^ 
ventbry or EDL (14, 15). The 64 items on this 
questibnhatire cluster into eight behaviors and atti- 
tudes present in most cases of anorexii neiyosa and 
bulimia. These are: a drive for thinness, engagement 
in binge-eating and self-induced yomitihg, body dis- 
satisfaetibh, perfectionism, a sense of personal inef- 
fectiveness, interperson^ distirust^ distufbances of 
inter(>ceptive awarefless (see (Chapter 2, pp. 43-44), 
and fears bf malimty. _ _ _ 

Garner and his associates adminis- 
tered the EDI to anorexic patients and to a large 
^oup of female jtmdergraduates. Ba Qieir 
responses^ tiie studehte_ were grouped into those who 
were weight-preoccupied and those who were not. 
As dictated by thje EDrs standardizatibn, the^^^ 
ics' scbfes on all eight subsc^es were signifieahtly 
greater than ffibse of the hon-weight-preoccupied 
students. The weight-preoccupied students^ hbweyer, 
were very comparable to the anorexics in their high 
levels bf drive for ffiirmess, body dissatisfaction^ and 
perftctionisni. appear to have some 

unique psychological problems (such as mistrust and 
majttttity fears), biit the faet fhat they sh^e several 
salient features of their disorder with horrh^ female 
midergradiiates provides support for the role of 
culture in the development of this form of psycho- 
pathology (14, 34). 
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ITie Relentless Pursuit 
of Thmness 

^ During one of my aU-too-rare visits to 
the eoUege athletic complex for an afternoon work- 
out, I happened acfoss two sheets of paper in an 
empty^locker. These pages fi-om The Runner tmm- 
zme (25r mvited me to rate my "runniiig commit- 
ment oh a scale adapted front a popular book, In 
fursutt of ExaUmx. As a sedentary psychologist 
interested in eating disorders, I read all the ques- 
tions, but replaced each "running" or "exceHine" 
with "losing weight" or "stayihg thin." 
_ ^ I was disturbed by the fit between 
these substitutions and the attitudes manifested in 
anorexia nervosa and bulimia. People with eating 
disorders are extremely "willing Jo sacrifice other 
things to exceU in [stayihg thin]." They "never let up 
cir give^ up in a race [to lose weight]." They alsb^ 

push h^d^even when it hurts." Further, tihey "feel 
more committed to improvemeht in [losing weight or 
staying thin] than anything else" and "they feel more 
successful or gain more recognition in [losing weight 
or staying thin] than anything else." 
^ . ^ I believe that the glorification of fa- 

natical self-cdhtrbl increases the danger inherent 'h 
Qur culture s idealization of thinness. Many dieter^' 
dedicated to the pursuit of thinness despite their 
genetic hentage and i:' the face of constant tempta- 
tion, see their bodies <^ tHe "enemy*' (11, 34) A& 
demonstrated previous quite often the goal of this 
battle with biology > . -!r-cohtrol, not improved 
health or even heighteru ■ se;^ual a^ractiveness For 
centuries, Msting in ti c p-c.pr.c*' of plenty has 
signified a distinctive pun / ation of t'le soul (9 U) 
The goal for many of iiciay s taj.-rs is to be 
similarly vutudus and spec: u 'a - ..gh il-e exercise of 
fanatical ^tf-decial (see C; avi-^- 3). Zow that the 
standard of hvmg in West ti ci'.cu'-^ is : igher for all 
classes, body fat is no long,- a i =g-n oi wealth or 
power On the cdh-raiy, beii?,> ;iiin has become a 
symbol of uncommon beauty a.i.: goodness, as well 
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as a sign of youth in a culture that does not respect 
the elderly (3, 39). Tlie neiptive corfcelatidn 
obesity 2md serial cla^ hi^ffights tCK^ ele^jy tiie 
p^sidve_ eqirel^^ eating disorders and 

socioeconomic privilege (14). 

Many people ^^^^ angrily resist the 
implieatibn^at there is smjrthing wf bn^^ 
ficing ^/everything'' in order to be the best. Competi- 
tive ambition and perfectionism are highly vaiued 
commodities, in our inaleHdbminated,^^a^ 
oriented sbeie^ (28). MOTeoyer, in _aj^^ as 
ours, where external restraints on behavior are less- 
ened or at least muddled^ there is <)fte^ open admira- 
tidn ibr those who smiggle great odds to 

blend self-control and achievement (14). 

A strildng example is our reyerence 
of triathletj^. In one sense tiiese ineri amd^^^ 
highly s^edaflfleles^edieate^ pysicaland 
mental conditioning. The successful triathlete, how- 
ever, is often a person who sacrifices relationsWps 
and a_ miUtidimensibnal life in brder tb achieve 
fecbgratibrr ^d, in some eases^ riches tJirough an 
**all-consuming" devotion to exercising^ eating huge 
quantities of food^and obsess? ig about diet, appear- 
ance, and cbm^titibn. To sul iinpfessiona^^^^ 
ster tiie positive signific^ce teiathlon may ^ 

superseded by a more primitive message that sup- 
ports both an egocentric desire f or tmiqueness: 
the seductive suggestjbn that one can eat huge 
qi^tities of food as long as one balances it out with 
fanatical exercise. 

Tj3 investigate the ^ d 
a ebmbinatibn of fahaticisni, competition,^ 
sures for a tRin body, GarSnkel and Gamer adminis- 
tered the Editing Attitudes Test (EAT) to female 
students at ^.hfee different prbfessibh^ b^et 
set r^ls^ a prefessibhsd mode^ a eahadiah 

university, and a music conservatory (12). The music 
sti\r\?^ »:s were evaluated tecauf^.e their ti 
inte r •'^^ competitive, biit they ct e mider rib-app^- 
ent p» .st^ure to\ye thin as they perform. The EAT is 
similar m sftiictare to the EDI, bu. focuses more on 
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specific aspects of atiOTexia nervosa such as ejctreme- 
ly restrictive dieting, food preoccupation, arid inter- 
nal versus external control of eating (12). 
-1 The results of Ms studyxlearly dem- 

onstrate that cireuriistarices emphasizing dedication, 
competition, arid pressure for thiriness foster anorex- 
ia nervosa and anorexic attitudes. Twelve of the 183 
^5__i»rcent) professional (d^ee students met the 
^i^/// criteria fer anorexia nervosa (see Chapter 6 
Table 6-1). iteoffier 26 (14 percerit) of the darieei^ 
were not technicaUy ^'anorexie, '' but they did report 
a drive for thinness" arid a "morbid fear of weight 
gain equivadent to tiibse of hospitalized ariorejdes. 
In_^^^tion, tfiis subgroup reiWfted Sequent use of 
self-induced vomiting and laxatives to cpn&ol their 
weight. In general, the dance and modeling students 
had signifieaftay higher scores on the EAT than the 
female midergraduates and professiorial riiusie 
dents, and the dancers fi-dm riiore coriipetitive pr 
grairis had the highest scores. This correlation ai 
Oie_ldw scores of the music students indicate th . 
dedication and compatiMon do not cause eating j. 
ders. They become sinister only when couplea mii' 
exphcit pressures to remain thin. 




the Fsychdlo^r of Wemea 

The observation that 1 to 5 percerit 
of buhriiies arid ^orexi<^ are male means that it is a 
senous mistake for school staff, students, and profes- 
sionals to classi^ eating disorders as a "women's 
issue (1; and see Chapter 6). Nonetheless, the fact 
reniairis that 95 percent of those who adriiit to 
hawrig an eating disorder or preserit ffieriiselves for 
fr^tment are feniale. At present the relationship 
between _eating disorders and feminine biology or 
sex-role_ identity remains unclear; ariorexia nervosa 
arid buliriiia have been variously associated with a 
rejection of feniininity (9), a confused acceptance of 
lemmmity (4), arid a rebellious redefiriition of femi- 
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iiinity (27). Tfiese discrepancies in theory should not^ 
however, obscure the obvious: the extreme sex 
difference in the prevalence of eating disorders 
means that the nattsre of feraihihity in our culture is 
a significant risk factor in the development of an- 
orexia nervosa and bitoiia. (See Streigel-Mdore, 
Silberetein, and Rodin [33] for an eJrtensive dise^ 
siqn of tihe relatioMhip between eating disordere and 
many issues in the psychology of femininity— for 
example^ the connections among physical attractive- 
ness, pleasing ^d serving otiiers, and self-esteem.) 

: The astute, as weU as tiie cynical, 
observer wiU note that the emergence of eating 
disorders as a widespread problem coincides with the 
expansion of the feminist^r^^ This in 

no wayjneans tiiat jfeminism ''causes'' eating disor- 
ders; Lincoln's emancipation proclamation is certain- 
ly not to blame for the ecpnornic plight of millions of 
poor BlacKs in the United States; Rather, the assoei^ 
atibn between ^e femin^^ and eating 

disorders may indicate that ''if one lives m a culture 
where the roles of women are complex, conflicting, 
and in cJbuange, in a 

imlieu which emphasizes a high positive value on 
dimness and negative value on otesity, one is at 
eater risk for anorexia [and bulimia]" (31, p. 87). 

In tiieir book, BuUnmrexia: The Binge/ 
i^rge Cycte^^^i^^^^ Marlene Boskihd-White and her 
husband^ William_ describe their therapeiitic_ work 
with female bulimics fi*om Cornell University and 
other collets around the country. In general, these 
young women are bright, energetic^ talented, ihter- 
estmg, aad privileged^ But ffiis potential only seems 
to contribute to a strong feeling of being trapped 
between a dedication to tta^tional feminine v^^^ 
and an overpdwermg sense that they must compete 
witfc men and women in developing a successful 
career. Janice Gauwels, author of another highly 
recommended book, Buiimia: TJ^ Binge']^^ 
pulsim (7), is cdnvineed that these women and bur 
society in geh^^^ misperceived the feminist 

emph^^is on opportunity and choices for women as 
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an obligation to achieve pfdfessiohal success at an 
early age. 

In my opinion many men and women 
are extremely threatened by attempts to expand the 
gender identities of both sexes in the direction of 
greater depth and freedbiiL Gehsequently, to main- 
tain tiie balance of power in fevor- of men or some 
vague ebheeption of the status quo^ this resistant 
majority has perverted the feminist demands for 
equahty of ppportumty intoan unrealistic insistence 
that women reebneile the traditional and Cbntradic- 
tbry masculine and feminine roles intb a "super" 
identity (3, 7]. This identity retains many features of 
the established feminine rble^for example, an obses- 
sion with^e h^y, sensitivity to others^ and depn- 
dehee oh male approval— but redefines ffie substance 
and style of femininity to emphasize thinness, youth, 
ambition^ sell-cbhtrbl, and self-sufficiency (3). Irbni- 
cally,^ radical feminists may be adding tb this diffused 
identity by rejecting thbse Wbmen who choose to 
delay or even eschew a career in favor of the 
traditional homemaker rble. 

, It is likely that rejection of the ster- 

eotypical feminine role with its images of a sbft, 
rbuhded, and self-effacing mother cbntributes in 
some way to our cultural obsession with thinness 
(14). The other side of this hew coin may be the need 
to look yduhger and more masculine-that is^ thin- 
ner— in bfder to compete and gain respect in the 
essentially masctaine wbrld of business. C5r both 
moti^s^ can be condensed into a single need— to 
C:- ;npete with bther women over who is the thinnest 
J«id most virtuous at the dinner table (7). A cigarette 
continually reminds women that they have "come a 
long way^ feSy" (italics added) in their quest for 
social and economic autonomy. This cigarette is hot 
^ed "Virginia Fats." The painful irony here [s that 
the commercializatibh bf thinness is actually a means 
bf "cashing in bh wbmen's gullibility, self-cbnscibus- 
ness, uncertainty, and anxiety" (3, p. 123). The hew, 
slender style is not a true sjrobbl bf liberation, but 
simply a newer badge of subjugation, this time to a 
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god of thinness that is much more dangerous than 
whalebone corsets or stiletto heels (3, 13). 

Argiuhg front a historical and: a clini- 
cal perspective, -Bosluh^^^^ and the Wooleys 
make a convincing case that the relentless pursuit of 
thinness is embedded within a broader and very 
complex cultural issue, the expansion and diffusion 
of the feminine _sex_ role (3, 39), This hypothesis was 
examined in a recent study by Dr. Catherne Sterner 
Adair of the Children's Hospital M-^rlical Center in 
Boston (32J. The subjects of _h^ rese^ch were 32 
girls attending a private high school— a group at risk 
for eating disorders (see Chapter 6). Steiner- Adair 
found that all the girls were quite aware of the 
''superwbmah'^- ideal^ jEach was able io describe her 
as thtn, attractive, smart, active, independent, auton- 
om us and dominant MtJiin relations^ and sdme- 
hd: pi^ectly successfi^ establisluhg a career, 
being an exciting wife, ^d raising a family. Nine- 
teen (60 percent) of the girls seemed to understand 
that pursuing this mj^h wduld jedpardize the sense 
of interpersdrial connectedness arbimd which girls, as 
opposed to boys, tend to build their identities (17). 
The remaining 13 girls (40 percent) wholeheartedly 
embraced this, contf adictdiy vision df interdependent 
autdndmy, seeing no intern^ incqhsistehd^ 
dissonance between the intense pressure to be sepa- 
rate versus their socialization to value relationship 
above complete individuatidii. bf the giris^ saw 
thrdugh theisuperwdman myth and rejected it, not 
one had an EAT score in the eating disorder range. 
Of the girls who identified >oth the superwoman. ll 
(85 percent) had scores in the eating disorder range 
^jid andther was borderline. 

It may well be that the bulimic col- 
lege women who participate in Dr. Boskind-White's 
therapy groups are at a later stage Jif the ddemed 
struggle to become superwbmeh. The ambiguous 
ahd_ conflicting pressures created by separation from 
men and reliance on their apprdyal leave these 
wdmen feeling ''empty ' hungry?), out of edhtrdli 
and angry (4;. In this regL rd, dieting, bihgeihg, and 
purging can be constried c .anterbalanced and 
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culturally legitimate means of aspiring to the ideal of 
thinness while combating such disruptive feelings. 

- , ^ ^ The work of Boskind- White and 
Steiner-Adair provides strong support for the belief 
that complex trahsformatibhs in the feminine role 
constitute a sbeibeultural factor in the proliferation of 
eating disorders. The key feature here is change 
itself; it is a serious mistake, as weH^as a great 
injustice to women and men, io interpret the re- 
search on sex roles as suggesting that girls would be 
better off if only they would accept the traditional 
femmine characteristics. The ability of the fashion 
and diet industries to inculcate the goal of thinness is 
based sgmrely on the traditional feminine identifica- 
tion of self-esteem with personal appearfflice (3, 39). 
Moreover, research conducted in the 1970s demon- 
strated that male and female psychologists listed the 
same ideal eharacteristics for a healthy "persdri" and 
a healthy "male," whereas their csheeptioh of a 
mature female was antithetic^ to their description of 
a healthy "person" (5)r We certainly do not need to 
return to a lopsided feminine sex role whose actual- 
ization moves one in the direction of psychblbgicr^ 
distiu-bance (8). 

A recent survey of women attending 
Miami University in Qhib suggests that changes in 
both the feminine sex role and the ideal body shape 
fbrm a cultural backdrop for the prbliferatibh of 
eating disorders (Debs and others, cited in Wooley 
and Wqoley [391). Although most of the women 
believed their mbthers to be generally approving bf 
them, only 43 percent felt the mbther's attitude 
tbward the daughter's body was at least "mostly 
positive." Mi>re impbrtant, the degree of this per- 
ceived negativity was highly correlated with all biir 
one of the EDI subscales. Body dissatisfactibn was 
the strongest predictor bf bulimic behavibr, but the 
next strongest was the daughter's perception that 
her rabther was very critical of the daughter's body. 
This is very interesting in light bf two findings of the 
Glamour Magazine: survey (11). First, very few of 
today's women feel that their mothers like their own 
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bodies^Secohd, a woman's negative attitude tdwiard 
her own body is highly correlated with the percep- 
tion that both mother and father are or were critical 
of her body shape. 

Assembling these cowelatibhs into a 
dynamic portrait of familial interactions is difficult, 
but the Wooleys offer a thought-provoking and plau- 
sible interpretation (39). They note that the mothers 
of today's teenage girls are the first Cohort of women 
to experience generalized dissatisfaction vtrith their 
weight and themselves as a result of fashion propa- 
ganda, the changing roles of vs^omen, and our cul- 
ture's increasing emphasis on youth (see also Bos- 
kind- White i3]). It is hard to see how this lack of 
respect for body arid self would not color the devel- 
opment of Hieir daughters in some important ways. 
When these girls reach puberty,^ or even before, their 
body sbapci may become a projeetive surface for the 
motter's trnfulfiilfii wishes arid uncertaind and hr 
the daj-fiHter-'f i.eeds to act like a woman (mother) 
whiie J v. oming her own, "better" woriiAn (not nioth 
er). Ir • .'s effiationally charged iritera^^^^ 
may s^^rn- siriiultarieously as identification, diff-erenti- 
atiori, r c^^^ (39 p. 3 pairi 

of this conflict and ronftision is g^x^^t, Jatit hot as 
g^e-il as that involved in rejt'-ting the female role. 
Perhaps tae hostile purifieal*cn of the anorexic and 
the UriebritroUable gorging and purg ng of the bulimic 
represent a culturally supportied lack of respect for 
the normal female body arid a need to escape the 
choices: posed by the dileriiriia of maternal versus 
paternal identification (39). 

L The role of hostility ^ expffessed out- 

wardly as anger and iriwardly as self-loathing, iri the 
develdpriierit arid expression of eating disorders is 
deserving of n^ore research. The proliferatidri of 
eating disorders has coincided, riot; only with femi- 
nism and increasirig pressures for thinriess, but also 
with an explbsibri^f violence against women in the 
streets, in the home, on film, and in "literature " 
Surely such denigration does flbthirig to help girls 
and wonien learn to respect their bodies and them- 
selves. In additibri, women are socialized to deny 
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anger or ieep it to themselves (3, 17). Both these 
factors inerease the likelihood that eating disorders 
are m jjart relf-directed expressions of rage that also 
serve to mqck the very same dependency, objectifi- 
cation, and idealization of thinness that many anorex- 
ics and bulimics cannot refrain from embodying 



HistdQT, Culture, 
and PsyehDpathdld^ 

, , 1^ L Sociocultural theories of psycho- 
pathology maintain that culture shapes the nature of 
anxiety and the means by which people cope with 
inner turmoil. The classic Oration of this principle 
is_^ conversion hysteria tx.at afflicted a number of 
middle- and upper-class women in England and 
Western Europe at the close of the Victorian era (26, 
dl). In response to overwhelming life stress these 
women ^consciously converted deep-rooted con- 
fhets between internal urges (such as sexuality and 
anger) and external proprieties (being ''feminine") 
'?*P ^-_aPP^entphysical disorder (hysteric^ paraly- 
sis)^ This strategy protected the person and others 
trom^ the_power and significance of the emotional 
confhct. However, the conversion also permitted 
some satisfeetion of the urges (through attention 
massage, and passive aggression), while enabling the 
mdividual to retain the feminine qualities of helriess- 
ness and dependency (she "couldn't stand oA her 
own two feet' ). 

: - , Eating disdrders may well be the 

conversion disorders of our times (31). As our culture 
has changed, so have our anxieties, proprieties, and 
copmg strategies. But now many vxUnerable people- 
young women-convert powerful new conflicts be- 
twtcn internal needs (to "be in control" and to "be 
?omepne")^and exteriial proprieties ("being thin" and 
l^nine ) into eating disorders. Anorexia nervosa 
^d bulimia reconcile both these pressures before 
they devolve into a dangerous parody of each 
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Cdndusioiis 
and ImplieatioBS 

The Rele ef Culture 

:: _ Cmcimm. It is ^^^^ 

the influence of eUltm-e bh psyehopatholo^ _N^^^^ 
theless, fte evidence chapter leaves 

little doubt that socipcultural factors are encouraging 
the development of eating disorders. 9i speci5 
sigriificariee in this respect is Bie finding that a l^rge 
njHhber of people in our culture, particularly teenage 
girls, manifest many of the psychological characteris- 
tics and weight control practices that form the basis 
of anorexia nervosa and bulimia. 

_ Imptimtwn. All _ school employees 

who wish to transform the school into a positive 
force in the prevention of eating disorders m^ 
acknowledge that people with eating disorders are 
not / 'crazies 'V whet fall prey to an incomprehehsible 
''mental illness." Rather, they are people— our stu- 
dents, our children, our cplleagues^ and our friends^^ 
?'trugg\ig with insecurities and pressures that we as 
mi^rnbe s of our culture have helped create or 
sustain. 



The Glorification of Thinness and 
Rigid Self-Control 

Cmciusim. The increase in the prev- 
alerice of eating disorders is in part attributable to 
the emergence of thinness as an ideal of feminine 
beauty and as a concrete expression of virtuous self 
control. A drive for thinness is ^guably_the most 
important- featm-e of both anorexia nervosa and 
bulimia. This motive is reinforced by a host of 
culturd messages: the ultra-thin models of a high- 
class fashion magazine Jifce Vogm, a coach's misguid- 
ed ^iiyiee to "come back afier you've lost some 
weight/' a cigarette called "More'' that features a 
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thin woman ciad in an expensive outfit. The dark 
side of this culturally supported drive for thinness is 
Wdespread prejudice toward overweight individusOis, 
partict^ly women. In this context weight ioss and 
slenderness have become standards of beauty and 
goodness. There is little evidence that the health of 
Americans; has^ benefited fi-om these values^ but 
there is substantial evidence of widespread dissatis- 
faction wth natural body shapes and of intense 
pressure to challenge iiormal weight by restrictive 
djeting. For certain vulnerable individuals, the long- 
term outcome of this anxious self-rejection is an 
eatmg disorder (see Chapters 8 and 9). 

^ Implicaiwns. The glorification of thin- 

ness and fanatical self-control illuminates the many 
obstacles faced by sc^esd staff interested in the 
preyention of eating disorders. First, there is the 
challenge of ejcamining one's own beliefs and behav- 
iors for evidence of a psychdld^cal mvestmeht in 
slenderness and/or prejudice against overweight. At 
the very least^ educators should tiy to eliminate 
negative jtetements about overwei^t people from 
their_ langua^ and other education^ tools. Second, 
the fusion of slenderiiess with beauty and virtue 
means that body weight, body shape, and attractive- 
iit ss will be very sensitive issues for discussion 
whin a mixed-sex group that probably includes 
s|ve^il overweight stiidents and numerous dieters 
(2J). /iLfld third, examination of the totally unwarrant- 
ed prej-jdice agamst overweight and even normal- 
■^ p)7iit people will likely edhelude wiUi sound but 
controversial contentions— for example, most people 
should not eat less than 2,000 well-balanced calories 
per day (see Chapter 9) and the defmition of healthy 
body weight should depend on the person's function 
and fitness, not oh a table of heights and Weights 
that overlooks vast individual differences in "natu- 
ral" body weight (16). 

This list of challenges is not meant to 
discourage cdnsideratioh- of sociocultural factors in 
the development of eating disorders. Far from it. My 
intent is rather to encourage careful preparation for 
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diseussibh bf sbme of the most important factors in 
Ifie ^use of anorexia nervosa and bidimia: prejudice, 
the media, fashions^ competitive ambitious^^ sex 
difference,! the b^Qlcgical regufetioB of eatihg and 
weighty and t!:e n6]ffiialization of excessive dieting 
(^e Chapter 10). This rich variety of topics makes 
the influence of sociocultural factors a fertile ground 
for teachers of social studies^ history^speech, home 
economies, health science, and biology (21). 

Eating Disorders and the Changing 
Feminine Sex Role 

€m€&swh. Three facts clearly con- 
nect eatihg disorders with changes m the feniinine 
sex role. First, the upsurge of Mting di^^^ 
coincides witfc the increased mpa^ ^ Sie feminist 
movement and the resultant expansion of the femi- 
nine sex role to include contradictory demands f^^^ 
autonomous and interdependent behaviors. Second, 
most anorexics and buffinies females^ho devel- 
op their eatmg disorders dum a time 
of life in which the issues of identity and intimacy 
are pai^ount in personaL de^ T^d, the 
research by 5teiner-Adair dembhscrates a correlation 
between identifi with the \*super-thin superwo- 
man" ideal and anore^dc-like attitudes and beM 
At present we do not know how these eonfusmg and 
oppressive ch^ges in the feminihe role combine 
witii the traditional feminine investment in personal 
appearance to seethe stage for eating ^disorders. It is 
very likely^ however , that the^^ relentiess pdrsmt cf 
thinness reflects hinherbus themes, including identifi- 
^tjbh with current ideals of youthful l>eauty^ rejec- 
tion of traditional feminine shapes an^^ 
and the struggle for cbritrbl of sbmetitmig cbncrete— 
weight and shape— in a world of abstract ambiguities 
(6, 27, 39). 

_ „ Implimtidns. As noted earlier, educa- 
tors interested in eating disorders must deal carefuily 
and sensitively with die emotional topics bf body 
weight, body shape, and body image. Self-conscious 
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teenagers, in partiMatf ^ find it diffietflt to discuss 
openly these fundamentaLaspeets of what is often an 
incompJete seH-cbheept. This challenge to teachers is 
intensified By the fact that these tdpies have a 
diHerent meaning for girls and boys. The entire 
notion of a sex ToJe is^ because it blurs 

individual differences, emphasizes constraints on per- 
sonal ffeedom, and pomts to gender ineqmties. Nev- 
ertheless, consideration of eifltural Expectations for 
males and females is necessary if two crucial ques- 
tions are to be addressed: Why do peopte diet? {see 
Levine [21]) and Why do more girls than boys diet? 
Given the emotional nature of thes^e they 
might be best addressed initially through nonthreat- 
ening assignments such as ^Se collection and analysis 
of boys (men) and girls (women) as portrayed in a 
variety of advertisements. 



A Sociocultural Approach 
to Prevention 



1 Conclusion. The multidimensional na- 

ture of eating disorders, as well as their history of at 
least 300 years, suggests tha' even radical changes 
in Western culture are not likely to eliminate anorex- 
ia nervosa and buUmia completely. Nonetheless, if 
culture shapes the nature of our fears and our 
strategies for coping with them, then the school as 
an influential representative of society can play an 
important role in combating many of the constituents 
of eating disorders, such as the inflexible need to be 
thin, the normalization of dieting, and the glorifica- 
tion of competitive self -control. 

. . Implication. T^e role of the school in 

socialization is controversial, but one of the bases of 
this book is my conviction that, through education 
and personal example, teachers can promote a 
healthy acceptance of self and others by actively 
resisting cultural pressures to equate thinness with 
fulfillment, perfectionism with virtue, and opportuni- 
ty with obligation. Not all teachers will have the 
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inclination ^^r time to feeeeme involved in the preven- 
tion of eaUng_ disorders. Those who choose to must 
join with counselors and other school st^f , parents, 
and students in resistJng the strdiig t^^ 
dissociate themselves frbnr eating disorders by mar- 
velirig_^t tiheir and symptoms, giving 

them impressive psychiatric labels, and then turning 
over ail responsibility for comprehending:, identify- 
ing, and preventing them to experts (21, 22). 
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CHAPTER 8 



The Causes of 
Anorexia Nervosa: 
A Multidimensional 

:ive 




^^Ijie^c^ features of anorexia 
nervosa differ substantially from case to case. More- 
over, each case is the product of many complex and 
intmcting factors, none of which is necessary or 
suSieierit forjhe disorder to emerge (2, 11, 32, 34). 
This is a peiTplexing state of affairs for researchers, 
therapists, families, teachers^ and authdre aKke. Vari- 
ahility and multidimehsibhality mean that there is no 
single, comfortable ''cause'' of anorexia nervosai and 
that there will be differing sets of causes for differ- 
ent anorexics; tf you will^ there are different access 
roads M a multilane highway called anorexia ner- 
vosa; Most important, a multidimensional perspec- 
tive encom^ges us to stop looking for direct causes 
^nd start identifyirig the factors that place a person 
"at risi." The more of these factors that are pre- 
sent^ the greater the risk of developing this eating 
disorder. 

The Three P's 

Risk f actors can Be divided into 
dUpositiom md precipiMnts (11). Predispositions con- 
stitute the vulnerability for disorder, while precipi- 
tahts are those personal practices and external 
stressors that transfdrra imlnerability mtb an awful 
reality (28). Jn other words, the predisposing factors 
determihe the appearance of anorexia neFvosa in- 
stead of healthy adjustment or another psychological 



178 l*^^ 



ERIC 



BioJ^giail Pndispositions 

problem, while tibe preeipitants aecoimt for the emer- 
gence of the eatrng^disorder at a particular time (12) 
There ^are also perpetuaiors, effects of the disorder 
Itself that entrench or worsen the illness over time. 
In short, a ^model of anorexia nervosa must consider 
the three "p's": predispositions, precipitarits, and 
perpetuators (16). 



Biological Predispositioiis 

(jerietics 

, --^ Determining the Jieritability of nor- 

m^ and abnormal behavior iit humans is challenging 
and controversial under the best of circumstances 
and_the behavior genetics of eating disorders lags far 
behind comparable investigations of depression and 
schi«)phrenia (27). Nonetheless, based on the follow- 
mg fmdm^s^ there seems to be a hereditary factor in 
anorexia nervosa (see reviews by Eckert [10], Garfih- 
kel and Garner [11], Yager [34]). 

Risk in Family Members 

. Although it is rare for the mothers of 

anorexic girls to be anjort x. 15 to 25 percent of 
first-degree relatives (moti - and fathers, sisters 
fln^ brothers) report unusuiuiy low adolescent body 
waghts, as well as anorexic-Hfce behaviors and atti- 
tudes toward eating.: Further, the nslc of full-bldwii 
|nore^a nervosa m the sisters of anorexic patients is 
J to IQ percent compared with a rate of 1 percent or 
ess in the general population of postpubertal females 
(see Chapter 6). 



Twins 

- - Monozygotic (identical) twins have 
exactly^ the same genetic compositidni whereas dizy- 
^tie (fraternal) twins are no jnbre alike genetically 
than any other sibling pair (50 percent similar). If 
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anorexia nervosa has a genetic basis, then the prbba- 
bility: of identical twins being anorexic should be 
significantly i^eater than the probability of ncor- 
dance for fraternal twins. Based on less than 50 sets 
of twins (too small a number for scientific confi- 
dence), it appears that the concordance rate for 
monozygotic twins is approximately 50 percent. The 
rate for dizygotic twins is around 10 percent-^that is, 
the rate lOr non-twin siblings. 



Familial Vulnerability 

The fjrst-de^ee re^ :ives of anorex- 
ics are unusually vulnerable: to stress-related^isor- 
ders (such^ as gastritis and peptic ulcer) and to 
axfective disorders (such as depression and mania). 
In fact J the abnormally high rate, of depression and 
alcoholism in the family histories ef anorexics is 
cf>mparable Jo ^hat_ observed _ in the families of pa- 
tients with major depressive disorders (18). Interest- 
ingly, the connection bet^'een alcohol addictibri iji 
the fathers and anorexia nervosa in the daughters is 
particulariy_strong for the subgroup of anorexics who 
binge-eat and purge. 

The familiaLyulnerability to a spec- 
trum of psychdJbgical disorders suggests that anorex- 
ics do not inherit a_ specific predisposition for anorex- 
ia nervosa. Instead, they may inherit a general 
vulnerability to emotional disruption and bverreac- 
tions to stress, proclivities that later take a specific 
form based on gender, sociocultural factors, and 
family djmamics. 

Conclusion 



- _^ _^ EcHectiyely, the evidence for a genet- 
ic component in anorexia nervosa is impressive but 
not definitive. The same data could be marshaled in 
service of the theory that ^growing up as an identical 
tv^in or in a family with one or more disturbed 
members makes it difficult to form an identity based 
on internal strengths rather than external images of 
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thiuhess (11). Since most anprexics come from mid- 
dle- and upper-ciars fainilies, the^doption studies 
tnaC might settle this issue are extremely improba= 
ble. Coiisequently, we must be content with the 
string likelihood that there is an as yet unknown 
genetic vulnerability to aiicrexia nervosa, stress, 
and/or depressidn that interacts in some as yet 
unspecified way with culture, family, personality, 
and life circimistances to produce anorexia nervosa. 

Pre^ahcy and Birth Gomplieatibns 

1 . Approximately 20 percent of the an- 

orexics studied in several: investigations were bom to 
mothers who Experienced complications during preg- 
nancy (e.g., infection) or delivery (e.g., prolonged 
labor) (11). This is a higher rat« of perinatal pfob- 
lems than is associated with the births of nonnal and 
neurotic . females (11)^ The specific effects of such 
early trauma are unknown. They could subtly affect 
basic mechanisms in the brain for controlling 
hunger, or they might cdmprdmise the development 
higher-ordei: brain centers that later play a role in 
.Tiitive develojjment and coping with stress. 



Predispositiee: 

THe ledividual Within 

the Family 

A Note of Caution 

Many researchers and clinicians have 
attempted to specify the familial characteristics that 
increase the risk of ahoresoa nervosa (11, 34V Classic 
booksr such as Bruch's The Golden Cage (5) and 
Levenkron's Tfe Best Little Girl in the WorM {21), 
have done much to increase our understanding of 
familial risk factors. Unfortunately, their astute clini- 
cal observations have been transformed into a stereo- 
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tj^e of_overeontipllmg mothers and peSectionist but 
emotionally distant fathers {M). This oyersiinplifica- 
tion, like all coavenienGes, is tempting, but subject to 
breakdow 1 with repeated use. It should be resisted 
•^.^^^use very few concrete facts about familial risk 
Aactors have bf^en established (34). This is attribut- 
abie to the ^Teniendous variability in case^^ ahdrex- 
ia neivosa^ the Tent limitations of verbal reports 
gathered ^er L >nset of a serious illness, and Ihe 
paucity of studies that compare the famiiies of 
anorexics to the families of patients having either no 
disorders Hor another equally serious psychiatric prob- 
lem (11, 34). Unless otherwise noted, the "findings" 
smd "facts'/ reviewed in the following sections 
should be considered strong* possibilities de^^orving of 
further research. 

Family C'^iaracterstics 

The study of demographic character- 
istics associated ra^^ risk of ^orexia 
ner\^sa has prbdueed rnbfe hegal/vr than positive 
results. Anore3da nervosa seems to it5e unrelated to 
religious affiliation, family size, prdpbrtibri of females 
to males in the famijy, birth brder,_ and &mily 
dissolution due to separation, divorce, or ueath (11). 
Across studies only two consisient findings emerge. 
The families tend to be socially ae/antaged (see 
Chapter 6), and the parents tend to be somewhat 
older thar average (11). 

Familial Attitddes and Values 



- - Sdcic ;ltural factors play a role in 

Uid deyelopmeht oi eating disorders (see Chapter 7); 
but it is not known exactly how misinformation and 
dan^rous values ar^. directly coiiveyed tdj^hildren. 
Based OIL case histories of ^ore^ and on investi- 
gations of achiev^-meht motivation, it is reasonable lo 
hypoth^ize that (1) the famiiy is the principal inter- 
preter and transmitter of culture values, and (2) 
some families place the" children at risk for eating 
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disorders by overemphasizihg slenderness, calorie- 
consciousness, yduthfttlress, perfectionism reliance 
on external sources if-esteem, or any number of 
other factors that h: /r. b«en implicated in anorexia 
nervosa (11). 

, . This theory is intuitively appealing, 

but the existing evidence is either incdiisisterit, ahec- 
uotal, or based on studies that lack the appropriate 
comparison groups (11). Approjdmately 25 percent of 
the families of anorexics are abnormally preoccupied 
with food^ jjhysical fitness, and physical kppearahce, 
as evidenced by ckr<»nic dieting, problems witti 
weight fluGtuatidhs, adherenee to unusual food regi- 
mens,^ and professional involvement in the food, 
nutntwn, or health industi-y (11). Cdnsisteht with the 
theory of familial transmissidn, s£>me studies describe 
a tendei.cy in the fathers of anorexic girls to be 
ambitidus and perfectionist with respect to appear- 
ance and performance, but lacking in self-ednfidence 
and nurturance (11). 

These findings raise the possibility 
that in some families parents inadyertently set me 
stege for anorexia nervosa by eheouragihg their 
daughters to define themselves in terms of slender- 
ness, rigid seif-edhtrol, and the potentially contradic- 
tory characteristics oi individualistic ambition versus 
a need to please others (see £:hapter 7). In effect, 
some Parents unwittingly promote anorexic values 
and behaviors instead of a broad self-cohcept cind a 
high level of self-acceptance. 

It should Lc hetec* that several «^are- 
fully desired sttdies (for example, Garfmkei and 
others [13]) have revealed very iew differecees be- 
tween the parents of anorexics and the parents of 
normal young wdmen matched i r age and socioecr- 
nomic status. This has two very important implica- 
tidiis for an understanding and applicatidn ef a 
multidimensional perspective: eoneernihg the causes 
of anorexia nervosa. First, this eating disorder can 
develdp jn the absence of blatantly distorted family 
values. Second, anorexia nervosa may no^^ ^rise even 
in the presence of such values (11, 1-,;. 
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Parent-Child Relationships 

The various theories and investiga- 
tions: family attitudes presum^^ faulty parent- 
ing distorts the child's relationship to her b^y, to 
other peopkj and ultimateiy to her self^her own 
iieedSi goaLs and abilities, as well as her eapaeity for 
evaluating what is^best for her (4, 6, 21, 22; see 
Garfinkel and Gamer [11] for a review). What fol- 
lows is my distillation of some basic hypoitieses RhoMt 
the role of distorted parent-child relationships in the 
development of caibrexia nervosa. 

Anorexia nervosa begins with the 
lationship between a constitutioJla?!^^ ulnerable ehild 
and parents who unable to prc\ the emotional 
support and directive guidance thar hildren need. 
These parents ?u"e often: intrusiy dV^rcdntrdli'ng, 
and unconscidUsly dep^^ the child for gratifi- 

cation. This parenting style prevents the child from 
learning to identify her own needs and emotions^ 
thereby discouraging her frdm fonmrig a person^ 
idendty within the family. Instead^ she develops ah 
abnormal attachment to the parents, usually the 
mother. The cement of this unhealthy bond is a set 
of powerful but poorly articulated emotions— fear of 
abandonment^ anger, cdnterapt, and guilt. Ultimate- 
iy, this distorted relationship creates in the child a 
fundamental mistrust of self and otjiers and a deep 
sense of helplessness in the interpersonal realm 

During childhood, insecurity is 
masked by excessive compliance with parental de- 
mands and by . rTOpulsiye dverachjevement in sports 
and in schdd" Althbugb these coihpeh^ mea- 
F.ures sej;ve b .-^ child and her parents well in the 
prepubertal years, they wed both parties tc the role 
df !'good child.: Thi unpre- 
pared to disengage and _di^f(irehtiate herself in re- 
sponse to the physical changes (such as puberty) and 
interpersonal demands of adolescence (such as begin- 
ning high schodl or taking risks). Because_the result- 
ing helplessness and resehtmeht threaten he very 
foundations of her existence, she submergcb them in 
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hyperaetivity, perfectionism, and etilteraUy sanc- 
tioned dieting. Unprepared ±b be herself and unwill- 
ing to remain her parents^ child, the anorexic tries to 
maintain a sense of control by ruling her '.ody and 
bending others to the tyranny of her wei^'it loss 
ettorts. Though anorexic patients may die from 
their condition,; it is not death they are after but the 
irgent need to be in control of their own lives" (4, p. 

, . Thus, hunger Jq53 ^g^Qj^g jjjg 

focus of an ambivalent battle for identity and autono- 
my, Uter they become the battleground for a self- 
defeating mixture of desperate motives and intense 
emotions. Eating (gorging) produces an infantile 
sense of security, but it also generates fear, guilt 
and self-contempt over lack of control. Food r fusai 
represents control, independence, and defiance but 
It is a lonely, jobless, aid exhausting pursuit 'that 
only leaves her facing the twin demons of ahbrex- 
ics-ravenous hunger and loss of coritrol. The strug- 
gle with these powerful demons is h< ed and lonely 
Her ^parents, who "gave her evc-ything," are 
shocked when their "little girl, the one that never 
gave us any trouble," ">ecomes isolated, angry, and 
defiant. e, j, x 

According to this perspective, adoles- 
cence traps tiie anorexic-to-be between cultural pres- 
sures for individuation, the marked ambiguities of 
the female role m mbderfi -,>/:ftfy (see Chapter 7) 
parental pressures for r r. ■ lued dependency and 
her owir deep-rooted in s , -es. She attempts to 
escape by renouncing inveiviment in the abstract 
and complex issues of adolescent development and 
tuniing instead fo a concrete and presumably' con- 
trollable feature of self- weight. Under the burden of 
the iireconcilable forces of physical hunger 
tiiree^latent consequences of her lack of differentia- 
tion from parents emerge as cardinal features of 
^oreaa nervosa: (1) severe body imrge disturbance- 
(2) an inability to interpret accurately or trust hunger 
and other internal sensations (anger, sexuality, fa- 
tigueji^and (3) "an all-pervasive sense of ineffective- 
ness (6, p. 9). 
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Witfiih this tangle of inadequaciesi 
motives, and anxieties resMe the tragic paradoxes^ 
anorexia nervosa. Stn^gli^f:g_t^^ an existehce 

that is poorly differentiated from others, the anorexic 
seeks to be "special" by embracing a set of extjernal- 
ly detentiined values that submerge self jn a 

sea of hiinger,_dbsessibns,^ and felplesshess. Strug- 
gling to be attractive (slender) and socially accept- 
able, she is initially praised and admired by friends 
and relatives who envy Jie^ self-ebh- 
troL But as dedication becomes obsession, she be- 
comes repulsive, isolated, anc inaccessible ilB, 20). 

The descriptions of distb 
child interactibns offered (4, 5),^_L€vehkroh 

(21, 22), and others are extremely valuable. They 
enable us to empathize with both the psychplogici 
experience of anorexics and their parents' be wilder- 
raent over the emergence bf psyehbpatfiblogy in 
sbmebne who had previously been "the best little g^rl 
in the v^orld" (21). They also direct therapists to the 
developmental issues fliat terrorize andf exies and 
make thenrsa resistant to weight restoration. It must 
fe kept in mind, however, that such distorted parent- 
child interactions are found in only a third to a half 
of all cases of anorexia nervosa (34). They have -also 
been reported in associatioh with other psyci ological 
disorders and in families with no discernible psycho- 
logical disorder (11). 

Famiiy Systems Thebrj^ 



Tbebries abbut distofte^^ 
relatibhships assume that negative influences ema- 
nating from the parents are filtered through vulriTa- 
ble children to produce an adolescent with andrex^ 
nervosa. Acebrding tb this perspective, the pa^^ 
are Hie ^use and a^ adolescent is the 

effect. Family systems theorists reject this undirec- 
tional approach in favor of a transaction^ mbdei in 
which A'the patif t's symptd^ thought of as 

being evoked, supported, and reinforced by certain 
transactions in the system, and to play a part in the 
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famrfy s entire psychological ecohdmy" (34,_p.52). If 
the_ family is understood as a jystem, then psycho- 
pathology is riot solely_a_ characteristic of the anb- 
fexic, because each member of the family, including 
tfie_^orexic, contributes to, and is _^eeted by, the 
eating disorder (11), Sj^mehow, anorexia nervosa 
enables the aribr^ cwef various members of the 
fariiily to fulfill a number of implicit or explicit goals 
^ of which place the ability of the family above 
the mtegrity ofz^thei^ individual (20). 
^ . 1 Dr^Selmi Palazzoli of Italy and Dr. 

Saivatore Mmuchin of the United States have identi- 
fied the foUowmg systemic them^^ as the familial 
context for a idrexia nervosa (11, 33): 

l. Awidam of CohfTtct. Wiffiiir these famHies there is 
hitle^pportunity for, or leaderehip in, the resolution of 
natural conflicts. G5nun are coherent, but there 

IS a ngid insistence on the maini^nance of tranquility via 
limjtatidhs oh permissible topics for ission, adherence 
to a tehefjii cqmpte^^ parental authbiicj, and overconcem 
with external appearance?. 

2\ P^damumU^^: Although all family menibere ar^ fre- 
quently angered or discpuraged by uhresblvcd conflict, 
overt ejcpressions of emotional and intelllctual dissatisfac- 
Uon are hot penmtted.. Rather, an uneasy spirit of self- 
sacnfice and a far^de of harmony prevail. Within such an 
atmosphere direct commitn'C'^^*'>^. of individual feelings or 
overt protests of unfaiv n as elfish acts of 

betrayal. 

3. Enmeshmeht The ^arcn^, ahd/dr grahc jar- 

erits tend t<> be so >vrap ^ ^ each other's lives that 
^^^^r^. ^^^^ P^^^^cy dr ;. .Je encouragement to havi 
individual opinions, interests, and aptitudes. Family mem- 
bers are quick to answer for each other and bthery ise 
intoide j)n the iridividual/s thoughts and feelings. Thv; 
enmeshment blm^the distihctioh between individuals and 
retards the development of individuality and autonomy. 

f' T^^^^l^' Given their strong connections to their 
famihes of origin and their lack of d|)fk^ individ- 
yal^xpressibn, the parents lof enmested families tend to 
be mistratai and resentful. Divorce appears to Jbe relative- 
ly rare in tfse famiim smdied, but marital dissatisfaction is 
common. Since the paren> cannot express their feelings 
openly or resolve their problems directly, they use emo- 
tion^ blackmail to enlist the anorexic-to-f as an ally 
against the other parent or as a scapegc : for family 
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rvob^-eiiis. GbnstraihedL by pseadorraituality and by^ the 
'^oid avoidance of conflict, the anorexic is unable 
^xplf^re ? id WOT^ the inconsistency between 

tricnim bti /nness and ffle aforementioned overprotec- 
:>s. T'he ri,r'Jdnp' confusion, anger, and despair 
; . enx^e t}'> prvKr. cf healthy identity formation. 

The m^rstente of systems theorists 
i^^^t 3ndtexia_ n^^ and is sustained 

^^i^^in the context of family values and transact ons 
hao l:>een a major contributidri to the treatmen of 
tjiis . disorder (29). Family systems theories also 
prbvide a broader firework for understanding the 
developmental deficits described by Bruch and 
others. Moreover, the notion that the disorder sus- 
tains the familjr^ in_ some way_ helps explain two 
aspects of_ treatment that educators may find puz- 
zling. First, some families are extraordinarily resis- 
tant to aGknowled^hg^ t^^^ prbblem^d 
arranging therapy for either the child or the family 
(29) . Second, in some case^ as the anorexic begins 
to show great improvement in eating habits and psy- 
chological status , tbt parents begin to havejnereas- 
ing marital difficulties and pefson^^ (8). 

Although this warning may be prov- 
ing tiresome^ it must be noted that great caution is 
necessary in iftterpreting and applying family sys- 
tems theory (31^ _34).^N^ families of anorexics 
have these characteristics, nor are these characteris- 
tics specific to the families of patients: with eating 
ditiorders, Mdf edver , family systems theory is 6 ^ 
rived from the observation of intact families, and 
sighific^t number of anorexics come from homes 
that were ''broken'' by divorce or death well before 
^be onset of anorexia nervosa (34). 



Individual PsycBolegieal 
Predispesitioiis 

The following four factors hav^ 
the subject of cdns^^ discussion in the recent 
literature bh anoj'exia nervosa. They are reported 
with sufficient regularity to suggest that they may be 
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nskiactorSi but the possibility remains that all but 
the first are manifestations of anorexia nervosa hot 
causes of it (12). 

Weight Problems 

: ; , - Some experts have found that many 
ot _Uie anorexics they; treated were overweight as 
children or immediately before the onset of their 
eating disbrder(2, 12), Other researchers have either 
tailed to confirm this finding or have found that the 
association between prior weight control problems 
and^anor$^a nervosa holds only for bulimic anorex- 
ics (11, 12). Where it is present, childhood obesity 
may iner^se the risk of adolescent anorexia nervosa 
by stimulating a pfemattu-e puberty and by sensitis- 
ing the child to both the importance of exteriial 
appearance and the cruelty with virhich most people 
react to obesity (8, 12). ^ 

The Best Little Girl in the World 

, , Many anorexic adolescents are de- 
scribed af^ having been sbeiaUy anxious children who 
coped with their insecurities by becoming mm> 
S|nsitive and eompiiajit to the wishes of others (2, 5 
12, 22). Tiiey developed, ajid vi^ere reinforced for' 
high standards for academic arid athletic achieve- 
ment, but such pen^tionism represented a strong 
need to obtain the approval of others, rather than a 
S5iiu sensc ?f their own inner needs and values As 
noted previously, this external orientation makk it 
difficult to individuate c-ring adolescence and easy 
co ^ar>sorD the sociocultjial pressures for sHmhess 
ard ranaticaJ seif-rontrdL: 

_ ^ ■^ seems likely that growing up as an 
overcantrolied, compliant child would increase the 
ns* of rcstncting, as opposed to bulimic, anorexia 
-Contrast between the image of the 
best httle girl m the world" and the stormy mood 
swings and multiple impulse control problems of the 
bfflimic anorexic suggests that the dynamics of this 
subtype ma.' well bf liferent (see Chapter 9) 
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Perceptual Distortions 



As discussed in Chapter 2, many 
aiiorexics are unable to perceive and correctly inter- 
pret internal states such as hMiiger, satiety, arij^er, o^ 
fatigue (4, 6, 11). Alth<r: ihlerc^eptive uisiur- 
bances are found in otL yi'Vohologiral disorders^ 
they are probably fur "^i/zn to the psychopatholo- 
gy of anorexia nervdst ' v ' i;. AUenatidii from inner 
me ssages about hwigfei , fatigue, anger, and pleasurp 
produces a profound mistrust of the body and there- 
fore the self. Such deficits would certainly promote 
the external drientatidn^^t^ rnarks the V'gddd li^e 
^rV*i divdrced fr^m intern^ guidance, she must turn 
to others for the definition and verification of her 
motives and interests. 

^ This dependency drfly jntensifie^^^^ 

anorexic's ihsecunty, for the conviction that others 
know what is going on inside her better than she 
does produces, a pdwerful senses 
being eontrdlled and exploited. Eventually mistrust 
of ^elf and others becomes the basis for Qie ''all- 
pervasive sense of ineffectiveness** (6, p. 9; 11; 22). 
The antidote td helplessness is dfteri ''severe disci- 
plme** of the body, sehoqlwdrfc, time, juid relation- 
ships— the peSectionism noted in the previous sec- 
tion (6, 11). If we add mistrust df self and others, 
pefff^ctidnist regpimentatidn, excessive to 
the opinions of dtfsrs^ jtnd a eultm-al obsession with 
thinness, the resulting sum approaches anorexia 
nervosa. 

is^ sdjhe e^denee that intero- 
ceptive distiirbahces, rhistnist Jind a fundamental 
sense of personal ineffectiveness are positively corre- 
lated with the andrexic*s classic tendency to dverestj- 
mate ber own body size. At j)reseht, however, 
nothmg conclusive can be said about the strength 
and theoretical sijpnificance df the assdciatidn (11), 
All these factors may be^^^e product ot m intr^ive 
parehtihg^l^le |enmeshmeht) that prohibits the child 
from learning to identify and label intern^ states 
correctly and from experiencing her body as her own 
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U^ ny. Br It may be th at low self-esteem and other 
forms of seif-rejectioB. which eould develop in ado- 
lescence or^duldhoGd, produce an unwillmgjiess to 
livSten to herself and a tendency to ; reeive her 
fi?^ »i,,^,"ianner that reflect. n-v/„ : ,oly on the self 
(11). btiU another possibihty sio-^tes 'i t a the obser- 
vation that, as "normal" girls age t irough adoles- 
cence, their estimaHon of body size and their aecep- 
^ee of seconc?ary sexual characteristics become 
mcre^mgly realisti:. This suggests that perceptual 
disturbances may semphow be linked with the ario- 
rexic s cognitive immaturity, as discussed in the next 
sectien (11). 



Distorted Thinking 

^ -^'^st people-teaehers, parents, 

fnends, even therapists-are mysHfied by the ano- 
rexics unwillmgness to change despite the obvious 
negative consequences of prolonged starvation. Da- 
vid Garner and his colleagues JDelieve that, although 
anorexia nervosa arises out of an cxteriial oriental 
tion, the established eating disorder is regulated 
morejy a set ^of personal rules, beliefs, and attittidss 
than by social or physical outcdr es (11, 14, 15). 

„ ^ . According to Gamer, the anorexic's 
self-starvation is logical to her, no matter How 
iirationaljt seems to others. Self-starvation foUows 
directly ^from a set of assumptions, beliefs, and 
values that we recognize as distorted, but that she 
has^^assinalated "n*o her characteristic mai:ner of 
thinking about herself, the worid, and the future. At 
the center of these distorted principles is the cultur- 
ally sanctioned ionvietion that thinness is absolutely 
essential_^aU 14, 15). Revolving around this belief is 
a CDnsteHation of interrelated assumptions and "de- 
ductions, all of which lead to the avoidance of 
propeT^nuti^tion and the se//-reinforcement of weight 
toss (11). Here are some of the principles that 
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underlie anorexia nervosa: 

1. One should strive for perfection; asceticism is 
superior to indulgence. 

2. Slendefness and losing weight ^e good because 
they are_tiie epitome of_ asceticism. Weight gain 
is indulgent and therefore disgusting. It means 
l5ecoming fat. 

3. Weight and shape are the sole or most important 
criteria for determining jiersonal worth. 

4. Q)mplete self-control i for me to be 
good - weight gain means that I am out of control 
and \ erefore bad. 

5. Gomj*'ete self-cbhtrbl necessitates complete cer- 
tain^: in making decisions about right and 
wrorf^, in social interactions, and in behavior. 

6. A citure body involves weight gain and some 
los- of contrdl; therefore I cannot cope with an 
ac t shape. 

Assiunptions like these are dysfunc- 
tional in terms of their simplicity, conereteness, 
rijg3dit>, and diehbtoiriaus natm-e, but they are hot 
ineomprehe^^^^ tiie sociociiitural and 

familial factors discussed thus far^ it is easy to see 
how an adolescent girL come to 

worship thinness as a toigible g^ _ 

^ ^ These deep-seated and often uncon- 

scious principles are translated into anorexic 
thoughts^ motives, and behaviors % a set of Ib^cal 
errors. As nbted previbu^^ eri-ore" is a 

relative phrase her^. From our perepective much of 
the anorexic's thinking is illogical. For the anorexic, 
hp^eyer, the thoughts ('^ am losing cbnfrol") ^d 
feeljhgs (p^ie) produced by these "errors" are 
inwiiediate and convincing, given the distorted as- 
sumptions at their base. This logic of immediacy 
makes the subsequent behavior (nb more dinners) 
seem not only very sensible, but essential. 
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Precipitant 

Precipitants 



^ Bntish psychiatrist A. H. Erisp, au- 

thor of the weU-know bcMQk, .4nc»rerw Nervosa: Let 
Me Be (8), maintains that puberty and its develop- 
mental challenges are the major factors in the eeh- 
versibn of predispositions (vulnerabilities) into an- 
orexia nervosa. 

^ , Cnsp's emphasis oh puberty is relat- 

ed I? theory that the anorexic is intensely afraid 
cf _bpa<^eal and psychological maturity, both of 
wlm h^are directly connected to pubertal weight gain. 
Accordmg co Crispy this ahxie^ motivates a defen- 
sive regressidn to physical and psychosocial immatu- 
nty to the extent that continuing weight loss is 
experienced as the sole insiu-ance^against ehgulfment 
by the realities of addleseence. The outcor^« of this 
flight to save the self is tF- loss of self in hunger and 
anorexia nervosa. 

^ ; : ^ Accordihg to Cri-p, the rejeetibn of 
mahinty and the slide into r.^ rexia nervosa begin 
with dieting in the form of rar johydrate avoidance. 
Tne CDnscious motivation for reducing is generally 
very similar to that for other adolescent dieters-the 
wish to be more attractive, identification with a 
parent who is dieting, the fact th..c Mends are 
dieting. In the^drexic-to-be, however, dieting be- 
c. -Ties ae vehicle for coping with iie personal, 
social, and sexual significarice of the My fat that 
appears in increasihg jmbuhts during the ronhal 
processes of physical maturation in females. Most 
people equate puberty in girls with menstruation. 
Actually, menstruation occurs iate in puberty be- 
cause it is the colhiihatior of a growth spurt charac- 
terized by a pred' ■■ -lence of events: breast 
developiaent, the of pubic hair, enlarge- 
ment of the hips. eposition of fat on the 
buttocks, thighs, i-. fe- -en, and upner arms. 

. . ^- number di factors may combine 
with prejudice against obesity to render the arorexie- 
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to-be .hypgfsens^^^ of the 

femimne body in noted previously, 

childhood obesity or weight control problems can 
establish a personal associatidn^^b fat arid 

sharite. In addition, g1^^^ begin their pubertal 
growth spurt at a younger age than peers are often 
the focus of negative attention from family and 
female friettds, ani they tend^ to have a riiore riega- 
tive_bbdy image and lower self-esteem than gir^s who 
do not develop early (30). In this regard there is 
some eviderice suggesting that on the average ano- 
rexics are "early riiaturers" (8). 

1 Social reactions to the bodily trans- 

formations of puberty are but one source of the 
anxiety that may initiate anorexia nervosa (8, 30). 
There are also personal sources pertaining to loss of 
cbritrdl arid to sexuality. Based on igribrahce of^ the 
tody's furiction_ arid on n^ childhood experi- 

ences related to sexuality (for example, being the 
victim of child sexual abus^, the pubertal girl m^.y 
experience the growth arid fatteriirig of her body as 
an imexpect therefore fright- 

ening imposition. This sense of helplessness may be 
conipounded by a burgedriirig xealizatibri of the sexu- 
al sigriifieariee bf_the riiature feriiale shape, and by a 
dysfunctional famil^^ shares and thus 

reinforces the girl's anxiety and confusion. 

Crisp emphasizes that the anorexic 
has a phobic fear of body fat, not of eatirig or food 
per se. But the real fear is of what pubertal body fat 
represerits, ;md unceasing safeguards against it con- 
stitute the only way she knows to manage a myriad 
of interlocking forces— sbciocul pressures for 
slenderriess anH prebeeupatiori with body shape, 
prof brad disturbances wi^^^ feriiily, lack of self- 
esteem, and helplessness in the face of internal 
changes and external deniarids related to the passage 
irita adiflt fetifiiriiriity; In effect, the anorexic corideris- 
es tiie chaUenges of identity formation in adolescence 
into the following equation: To control femininii^ is 
to control her body is to reduce fat is to^^ reduce 
eatirig- Iri this regard Crisp's theory echoes Bruch's: 
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•^The key seems to be the sense of ca«^ro/z and 
wnjidence that comes with restrained eating (8, p. 
65; italics in thi original). 

The attempt to maintain a weight 
well below that which supports biological and psy- 
chological femininitj' (or: masculinity) produces the 
sivage paradox that miderlies all eating disorders: 
restrictive dieting 4iltimately results in a loss of 
control over eating. As discussed in Chapter 2, 
dieting prDduces an evef-presenl hunger and a realis- 
tic danger of ^ting yoraciously following relaxation 
of control. 5ome anoresdcs try to solve this dilemma 
by bingeing and then purging, but the result is often 
tragic--the fear of food is strehgtheried, the associa- 
tion of purging and eating is strengthened, and the 
body and mind are weakened. Terrified of food and 
weight gain^ the anorexic is ddoihed by hunger to 
think about it,^ forage for it, dream of it, read about 
it, prepare it for others, do everything but eat it or 
retain it (17. 19). 



Other Preeipitatinf Events 



^ The range of ages at which anorexia 
nervosa begins (see Chapter 6) makes it clear that its 
onset does hot always coincide with a specific dev^- 
opmental crisis such as puberty. Anorexia nervosa is 
also triggered by ejrtenial challenges that, like puber- 
ty, may overwhelm the adaptive resources of teen- 
agers who are unprepared for autonomy, abstract 
thinking, sexualitjr^ and other deveiopmentd tasks of 
adolescence (5, 12, 14}i 

Although researchers and confused 
family members are often unable to detect specific 
precipitants, three general conclusions about tiiem 
are wafranted (12). Fkst, the triggers for anorexia 
hCTvbsa^e varied- Second, the events that unleash 
this eating disorder are qiialitatiyely similar ±b those 
that initiate different psychblo^^ disorders for 
some people and Qifly temporal djstress for others. 
Third, and most important, ho matter how tragic or 
innocuous the precipitating life events appear to 
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Others, the circumstances are si^ifirant to the ano- 
rexic-to-be because , in variQus combinations^ they 
threaten her self control and self-worth, they over- 
whelm her ability to cope with change, of they 
enhance the perception that weight loss is a solution 
to all her serious probiems (12i. 
^ _ 1 1 is useful to divide the immediate 

precipitahts of anorexia nervosa into three categories 
(after Garfinkel and Gamer [11, 12]; [14]). 



Sepdraiwns and Losses 

This category encompasses actual 
physical separations asiwell as significant reductions 
in the s^biii^ of ihe family or school eiw 
Thus, anorexia nervosa has been precipitated by 
death of a parent or sibling, divorce, parental infidel- 
ity^ an intensification of family arguments or vio- 
lehee, serious physical or mental illness in a family 
member, moving to a new school district, and going 
off to college. 



New Demands and Expectations 



Other circumstances can also pf ecipi- 
tate anorexia nervosa by making the vulnerable 
individual feel incompetent and lost in the face of an 
increased number of deih^ds^ many of which are 
ambiguous. These situations include a first hetero- 
sexual relationships gett^^ mediocre grades on the 
initial i^ound of high se^ or college exaitis, trymg 
to qualify fof^^ or dance program, or^ 

notable accomplishment by a sibling. Some ''abnor- 
mal'' stressors also ideserve mention^ notably sexual 
imposition by family : members or Jriends (31). It 
must be^ emphasized tfiat^ loss pfibhtebl 

need not be actually experienced. Uncertainties 
about effectiveness and control may_ be intolerable 
enough to mo^vate ffie anorexic-tb-be to begin diet- 
ing as a means of self-fortification. 
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Weight Loss as a Solution to Problems 

Anorexia nervesa imy be precipitat- 
ed by events that merf e with sociocultural factors in 
suggesting that the person should pay wore attentioii 
to her body and start losing wei^t (S, 11). Some 
anorexics begin their relentless dieting in response to 
critjcism and teasing (either friendly or malicious) 
received after a mild weight gain. In some eases 
parents, teachers, or coaches directly encourage ado- 
lescents to reduce so that they may quali^r for, and 
comp:^*:e more successfully in, certain extracurricular 
activities (such as sports or dance) or employment 
(9). A few girls become anorexic after a physical 
illness in which there is actual loss of aj)petite (true 
anoresaa) and weighfc The pleasure they experience 
and the compliments they receive are enough to 
forge _ their lack of self-esteem and the sociocultural 
equation of slenderness and desirability into a resolu- 
tion to get skinnier. 



Perpettiatdfs 

Starvation 

1^ ^: The effects of starv'atiQn, as de- 
scribed in Chapter 2, play a very significant role in 
the entrenchment of anorejaa nervosa (11, IT). The 
anorejdc must control her hunger as part of her 
efforts to^reduce, but this enterprise is doomed by 
the biology of self-preservation. Starvation produces 
chronic hunger, an obsession with food, emotional 
instability, and self-absorption, all of which intensify 
tiie miorexic's defenses against eating and alienate 
her from other people. Struggling to confa-ol hunger, 
the anorexic creates an exaggerated and perpetual 
need for food. 

.^^ Most anorexics feel the urge to 

binge-eat, and some do when restraints :&il or are 
loosened _ by weH-intehtioned but ineffective treat- 
ments Bmge-eating consolidates anorexic attitudes 
and behaviors by verifying the anorexic's "distorted" 
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fear that going off her diet means a complete loss of 
ebhtrdl._Mbrebver, relative to the prdpdrtidn of. feit 
versus muscle lost dming dieting, ffie weight gained 
during refeeding consists of more fat than muscle, 
arid this fat tends to be deposited in '^sensitive'* 
regions such asi the stbriiaeh arid butt<K:ks, _ 

Starvation alsb increases irritability 
and depression^ an effect that is often unintentionally 
tiiagriified by tlie Use of caffeirieTCOntainirig diet aids 
such as over-tiie-ebunter appetite suppressants, cof- 
fee, tea, and low-calorie colas. Frequ^^ 
riyin^ this emotional deterioration are a varie^ of 
physical abeiratibris, i^ stomach upset, dizzi- 

ness, headaches, _ in toler^eeb^ teriiperature, 
and abnormal sensory experiences. Tbgether,^j^^ 
tional instability and physical weakness undermine 
self-cbritrbl,^ chip away at the anorexic's shaky self- 
esteem, and ft^fthef widen the rift between self and 
others. 



Gastrointestinal Changes 



Ahofexies frequently ebniplairi of 
feeling bloated, stuffed, or distended even p:er a 
sriiaU meal tlU 12). As they are highly sensitive to 
''feeling firt'*^ in^ny niatifter^ these experiences dis- 
courage their returii to hbmal^eatihg. is 
due in part to the fundamental disturbances in 
ititerbceptibn, but it proba reflects an in- 

crease in the time reqm^^^ tiie storiiach to eriipty 
its contents into the intestines, as weH i^ J^^^^ 
constipation experienced by many anorexics. Iron- 
ieially. cbtistipatibri is a particular problem for those 
who abuse lacratives in tiie fallacious beUef that they 
promote weight loss. 

Vomiting 

Wheffier or not they birige, anorexics 
may use self-induced vomitihg as a weight-cbritrbl 
device. Self -induced vomiting is psychologically dan- 
gerous because it is so reinforcing that the potential 
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dependency is higlv(19). Vomiting provides relief 
from Mmety, anger, and guilt; it produces a sense of 
ascetic emptiness and purity; and it constitutes a 
deceptively simple and iniHally effective solution to 
fte challenge of losing weight while controlling 
hunger (7, 19^23). Since failure to vomit after eating 
may be experienced as a frightening loss of control 
over the body, vomiting is negatively reinforced by 
an immediate reduction in the fear of weight gain. Jh 
other words, anorexia nervosa may be sustained by 
the benefits of vomiting and the cost of hot doing so. 

Hypothalamic Dysfunetien 

- The hypothalamus is a relatively tiny 

but extremely influential collection of neural cells 
located near the pituitary gted at the base of the 
forebrain. This "structure" has attracted the atteh- 
tidn of physicians and psychologists interested in 
anorexia nervosa because damage to ffie hypothala- 
mus may disrupt the normal homeostatic mecha- 
nisms that cqtlWqI both hunger and menstruation (3). 

1 No one has been able to demonstrate 

mat anorexia nervosa in hum^ Js the result of 
damage to the hypoaial^us. There is substantial 
mdirect evidence^ however, that this important brain 
ar^ is functioning abnormaUy in anbrea^^ It is ven^ 
difficult to separate cause and effect here, but the 
evidence seems to favor the theory that hypothalam- 
ic dysfimetibn is probably a result of weight loss 
ealone restriction, chronically high levels of emotion- 
al distress, and self-induced vomiting (11, 18, 33). 

Disturbances in Body Perception 
and Cognition 

. . , : iDistiirbanees in body perception and 
irrational beliefs about eaSng are perpetuators of 
anorexia nervosa, as well as risk factors. A person 
who IS very much afraid of weight gain, and who 
sees or feels herself as fat will l)e highly motivated to 
contmue starving herself, no matter what the scale 
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or the dbctbr_br some chart of '/normal' ' weights 
says. The compliments and xrther positive expert^ 
encos produced by the initial phase of dieting venfy 
ffle anore^de's dichot that good = 

success == thinhess_= weight_lbs^ dieting = not 
eating versus bad = failure = ''fat'' - weight gain 
= not dieting = normal eating or bingeing (19)- This 
person^ validation of c^^^ based beliefs signifi- 
cantly increases fte probabilify of making the logical 
errore (such as overgeheralization) that isolate the 
anorexic frorti the corrective input of others and 
substantiate the need to pursue thinness and avoid 
weight gain at all costs (11). 



Secondary Gain 

In psychiatiy ^'secondar^ 
fers to tiie benefits of a psychiatric illness beyond its 
ability to protect the individual against the e^ 
ence and expression of intolerable conflict (the pri- 
mary gain). The second gains in anorexia nervosa 
are the attehlibh received, the serise^bf cbritrid over 
the family or therapist, and the drama created by a 
much publicized disorder with life-or-death conse- 
quences (11). 

Preeipit£fits Gr eated by 
Anorexia Nervosa 



In its initial stages the effects of 
anorexia nervosa are usually quite positive for the 
individual (IS). As discussed in Chapter 2, however, 
over time the disorder_ wreaks liavbc in tiie physical, 
social* and psychological realms (23). Self-st^ation 
weakens the energy reserves of a person who needs 
SI Jier strbhglJi tb combat her own biology. Self- 
starvation also generates consideraW cbitiKet wtltih 
a f amUy that is often particularly ill-suited for the 
effective detection^ identification, and solution of 
emotion^ distiffbance. Students who are having 
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feouble at liome usually turn to others for support 
but the anorexic's hostile refusal to eat despite 
obvious negative consequences leads to rejection by 
ftienas^teaehers, and even physicians arid psycholo- 
^sts. Besides^ the anoresdc sees these people as 
threats because she correctly perceives that they are 
indeed _ conspiring to get her to eat. Thus, the 
^orexic is left alone with her dverridirig need to be 
in confrpl, and she becomes increasingly inefficient 
miserable, alienated, and disturbing. 
. , These negative effects do not con- 
vince the anorexic that she should abandon her 
excessive dieting. Instead, they strengthen the need 
to diet by increasing the probability of precipitators 
men as separation, threats to self-esteerii) and by 
decreasing the ability of the anorexic to draw upon 
other resources for coping. 



A Mtdtidkiiensioiial Model 



. Figure 8-1 illustrates the interplay of 
predisposing, precipitating, arid perpetuating factors 
m the deveropriient and maintenance of anorexia 
nervosa. Togetiher these forces constitute a web that 

^ tangle of sticky paradox- 
es (23). Fiercely deterniined to be a unique person 
she dissolves into ^ iriipefsqnal disorder with pre- 
dictable features. Desiring popularity arid aecep- 
t^e, she ends up alienated frorii ^ but the most 
understandmg people. Seekirig iJomination over hun- 
ger, she becomes a slave to it. Hoping to control her 
b<My and herjife, she winds up in a hospital with 
tebesm her arm and a schedule of activities entirely 
determined by others. Dissatisfied with Saditional 
temmmity^ she comes^to eriibody (literally) its riiost 
exaggerated eh^actenstics: passivity, helplessness 
hyperemotionality, and poweriessriess. Trying to 
break 5ee, the anorexic wields the only weapon she 
can understand— her control over her body weight 
and shape— arid thus the web is renewed with each 
attempt to sever it. 
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sdeieetatuRAL 

FACTORS 
Glorifics^on of 

thinness 
Stign» against 

obesity 
GiodScation of 

fanaticism 
Em^l»8^ on 

uxiiqtieriess 
W eak ening of 

Lcxtcraal j-estiiunts 
Sex-role ambiguity 

for women 



BIOGENETIC 
FACTORS 

FamiivihisCbry of 
disorderSieatihg 
habits (parents) 
and ^orexia (in 
siblings) 

Parentad history 
of depression: and 
alcc^otism (partic- 
iilarly fathers) 

Pregnancy and birth 

complications 



FAMILIAL 
FACTORS 

Dembgrapliics: 
Higher social class 
fflder ^ents 

Parents magnify : : 
cultural emphasis 
on thixihe^» 
perfectionism, 
and external 

.appearances 

Faulty parenting/ 
distorted parent- 
<Md Jnteractions 

Dysfunctional family 
system 



INDT IDUAL PREDISPOSITIONS 
Problems with autonomy^ r^-epai^biLLsSjd.iden^^^ 

female gender, maturation fears, early puberty, 

jhability to cope with stress or failure ^ 

.►Personality trzuts: shy, socially ^hxibtis, 

perfectiimist; higb need for approval of othere, 
-£onscientious, obsessive, Uenial of imier needs 
Weight problems as c>Jld or adolescent 
Perceptual disturbances and deficits in logical 

thinking 



PRECIPITATORS 
Puberty 

Cpiidnictt_ separation, 

andilpss: m : _ 
Threats to family 
-Stability 

Threats to self- 

esteem and 

capacity to: cope 

Personal iHness 



DECISION TO DIET 
Dissatisfaction veidi 

bc^y, self, arid life 
Threat of 

helplessness 

and faflure 
-^Perfectidnist need 

for control 
::and_ success 
Familial and : : 

cultural emphasis 

cri slimriess and 

external appearances 
Mistrust of others 



EFFECTS OF 
WEIGHT LOSS 

Sense of coitodi 
-aver self/others 
Reinforcement from 

others ahd/br self 
Fear of weight 
— *"gain 
Intensified 

dieting 



Al^REXD^ 
NERVOSA . 
Drive for thinner ^ 
Obsessive dieting 
-Phobic fear of weight 
gain : i : : 
Distorted body image 
Significant weight loss 



PERPETUATORS 

Starvation 
'"^^astroint^tmal probate 
Hypo^iakinic dysfunction • 
Vdiriiting : 

Perceptukl disturbances 

and cpnsbn thinking 

Secon<feuy:gains i,,,..^ 

F^blems with family. 

friends, other 

obligations 

Figure 8-1. A Multidimensional Model of 
Anorexia Nervosa 

Sour^: GarBnkel sand Garner (11), Garner and Garfinkel (16), Johnson and 
Maddi (19). Slade, cited in Vandereycken and Meermann (32). 
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Condusssfls 
and Impiicatidns 

A MultidimensiGnaJ Perepective 

. Cmdusim. anorexia ner- 

vosa is dften^ referred to as a psychiatric "illness," it 
IS not caused by demonstrable damage or disease in 
aie brain. Moreover, there is no single "cause" of 
anorexia nervosa that is necessary or sufficient for 
this eating disorder to develc^). This frustrating feet 
in combination^ with the variability of symptom mteh- 
sity aiid configuration, necessitates ffie Adoption of a 
multidimensional perspective. According to this mod- 
el, anoresoa nervosa is the outcome of an interaction 
^ong three distinct types of influences: predisposi- 
tions, precipitants, and perpetuatore. The predisposi- 
tions^ make the person vulnerable to this eating 
disorder, tiie precipitants tiigger the onset of anorex- 
ia nerrb^, and the perpetuators interact with the 
predisposition and the characteristics of the disorder 
to sustain the problem. 



, . . Implications. On the positive side, 
m^tidimensionality me«is that there are many inter- 
estmg t(^ics that can be profitably ^scussed within 
a variety of different classes or lessons |see Table 
8-l). _Un thene^tive side, the necessity of a mtfltidi- 
mensiqnal perspective makes it very difficult to 
answer the students' concrete and legfimate (lues- 
tion: "But what eaitt^^ anoreSa nervosa?" If teaehere 
select one of the risk factors, perceptive stiidehts 
wril qmckly veri^ the meJel by noting instehces in 
^ch the risk factors are present and the disorder is 
absent, or situations in which the risk factors M 
absent and tiie disorder is present. Even if students 
micntic^y accept a statemeht about peraonali^ or 
family dynamics, there is ffie danger that the multidi- 
mensidnal perepective mil be ti^slated into a bne- 
ounensibnal and misleading conclusion about who is 
at fault, either the pereon or tiie family. 
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Table 8-1. Discussion Topics Pertaining 
to Eating Disorders 

Topics eourses 



PREDISPOSITIONS 



Sociocultural Factors 



Biogenetic Factors 
Familial Factors 



individoal F actors: 
Psychdb|ical for 

_adpl«icenee j : i : : : : i : : i 
Personality and the need for 

approval 
W^^t problems as a child -- 
Self-perception, stress, coping, 

and problem solving 



Histc«y,^nglishLitera^^ 
Speech & Communications, Home 
p:6ndmics. Health & Science, 
Psychology 

Biology, Health & Science, 
Psychology 

History,* Health & Science, 
Home Economics, Psychology 



Health & Science, Psychology 



PRECiPITANTS AND PERPETUATORS 

Puberty Biology, Sfex Education, 

Health Science, Psydiplogy, 
Home Economics, History 



problem solving : 
The self, self -control, 
and selfesteem 

Dieting^ hunger, and 
natural weight 
regulation 



Starvation 

BJoiogical disturbatices 
Distorted perceptions & 

thwjy^ts 
Interpersonal problems 



Health & Science^ Psychology, 
Engi^ Literature, 
Drama, Art 



Biplo^, Health & Science, 
Honie Economics, 
Psychology 



PERPETUATORS 



BipiGgy,:Health & Science, 
Home Economics, 
Psychology 



Note: It is assumed that the major signs and symptoms will be a i«rt of the 
presentation^ regardless of the class in wluch: anOTeickr^n^^^ 
Ccmsid^tioii of diagnostic (such as siorexia nervosa versus a major 
depr^sive disorder) is appropriate for health and science, psychology, and 
biology. .__ 

'See Appendix II for a IM of fictiomd and nonftctional books on anorexia 
nen«)8a_ to 5"! Jugi^ sdi<»l E 

The relationship between eating disorders and social ctos^ th e ^cha ngng 
nature of roles within the ^inily, and change in concepts of masculinity and 
fenmunity make anorexia nerv(»a an interesting topic for history or sddal 
studies. : : : : : z : : _ 

^Drama and art are excellent wa^ c5 exploring the intsplay among self- 
concept, relationships, problem solving, and self^acceptance. 
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I have founji no simpl^^ 
challenge of p^b^adihg:S^udehts^ wrt ebrrect ihforma- 
tioji about the multidiniehsional basis of anorexia 
nervosa or bulimia (see Levine [23]), All I can 
honestly say is that teachers should "remain skepti- 
cal about facile fbrrnulas that purport to exj)laih 
anb^^a^^ (34, p. 44). They should be prepared to 
explain the concepts of predispositions (yulnerabili- 
ty), precipitants (stressors), and coping, and to illusr 
trate them with an experieneejhat most students can 
relate to, such as test anxiety. Finally, in reply to 
some Vimation of "Who's fault is it?" I suggest the 
following'.^ "Each case of andre^da ner/bsa is diffef- 
ent and each is the result of a number of forces 
within the person, the Family and our culture. What's 
really important is that the person, the family, arid 
friends work t^ether to get help for the eating 
disorder and to increase their ability to care for each 
other." 

Pf edispositibhs and Precipitants 

---------- Canc/ic^[<?«._The multidimen 

model stetes that predispositions interact with preci- 
pitants to shape the selection of dieting as a solution 
to the problem of life as a teenager or young adult. 
In_ genersa, the predispositions are sociocultrnvil, fa- 
milial, and individual factors that increase the risk 
that the vulnerable individual (a) \^11 have difficulty 
meeting this myriad ehdlenges of Jdolescence and (b) 
otH choose the fanatical management of weight and 
shape as a means of coping with threats to sefc 
esteem, security, and/or autonomy. The precipitants 
are those nomal or unus^ circumstances that 
mileash tiie relentless pursuit of thinness by la) 
significantly threatening the adaptive resources of 
the vulnerable individual and (b) suggesHng^^ 
weight loss is a me^s of avoiding one's nightmares 
or realizing one's dreams. 

:^«p^w»fttms. Themes of vulnerability^ 
stressore, and coping are difficult for teachers and 
students alike. The complexities of considering sex 

mi 
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roles, body image, and dieting have already been 
noted (see Chapters 6 and 7). In addition, the private 
and public seH-eonseiousriess of adoleseehts makes it 
ddffieult for them to discuss emotionally laden topics 
such as family interactions^ personal inadequacies, 
puberty^ rejection, and styles of coping, either coit 
structive or destructive , Despite these o^stecles, I 
strongly encourage teachers who are committed to a 
full examination of eating disorders to tackle these 
issues in a forthright but sensitive manner . Chapter 
ID con^ins ^ number _bf specific suggestibhs for this 
enterprise. In addition, available curriculum guides 
for adolescent suicide^ substance abuse^ and domes- 
tic violence contain a hiuiiber of Jielpful suggestions 
for teaehjhg academic subjects that have a visceral 
component (see, for example. Levy [25]). 



The Family 

Cohcrusi^. Although mmvy theorm 
about the causes of anorexia nervosa clearly impli- 
cate the family ,^ the available data from well-designed 
investigations simply dd not permit a conclusive 
statement about the role of the family as a risk factor 
(34). 

hnpHmtions. Teachers must be very 
cautious in explaining .he theories described in 
this chapter aiid in applying them ta individual c^es 
that rtiight come to their attention. For example, 
Bruch and others have characterized the mothers of 
anorexic ^ris as "dver-ciritrollirig, intrusive, and 
dbmineerihg^ (IB, p. l^^^^ Both research and clinical 
experience make it clear tliac the?e characteristics 
will not be present in all cases, & perhaps even in a 
majority of them (34). Even Jf they So seem tb 
describe Hie parent of a particular student, the 
sensitive teacher should resist the urge to interpret 
this correlation as meaning that this parenting style 
caused the ^brexia jiervosa^ Serious consideration 
must be given to the possibility that overconcern and 
intrusiveness are normal reactions when one's child 
is starving herself to death before one's eyes. 
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No matter how disturbed the family 
system, it is important to ackriow^^ that the 
suppdrt and partieipatibn of the family are crucial in 
the treatment and prevention of anorexia nervosa 
(24, 31). If possible, teachers should avoid blaming 
the family in their classroom presentatior^^ 
conversations with students, and their meetings with 
parents. This is easier to do by keeping in mind 
that most parents of anorexics already feel guilty 
enough; (b) the distinct possibility tfiat some of the 
features of enmeshed farhilies may be reactions to the 
distress caused by a severely disturbed child; and (c) 
the emphasis of family systems theory on the role 
ftlayedbya// faniily members, including the anorexic 
(18, 31, 34). 



Keeping the Multidimensional 
Per speetive in Perspective 

Cmdusion, Thie sheen size and com- 
plexity of the niUltidimensibnal mbd^^ 
nervosa make it potentially overwhelming and there- 
fore potentially useless for educators. Teachjers need 
to be clear about its implications for t^^ classroom 
and advising activities if this model is to be an 
effective part of the effort to prevent eating 
disorders. 

^ rmpltmiwns. Tliree things are neces- 

sary in order to keep the multidimensibhal pers^^ 
tiye in . perspective. Firsts teachers must realize that 
anoreMa nervosa (^^^ w^ is a puzzle for 

which we have many pieces, but no template for 
determining the pattern. Thus, the risk factors are 
important aspects of the picture, ^veh though we do 
not as yet kn^^ they Fit together. Second, the 

variety of factors that contribute to anorexia nervosa 
point to the great impact that education could have 
on prevention^ Teachers cannot be saviors, but their 
faiowledge and their attitudes can certainly help 
overcome many of the predispositions, such as lack 
of self-acceptance, ignorance about the body, preju- 
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dice, pernicious values, and deficient coping sldUs. 
Thirds since treatment is based 
and unraveling of complex^ miHtidimensional influ- 
ences^ it is clear that counseling anorexics is the 
province of well-trained experts. Teachers can serye 
a$ important sources of preventive education : and 
referral, but no niatter how weU t understand the 
multidimehsional perspective, they should never en- 
gage in ongoing counseling with these students. 
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CHAPTER 9 



The CaUsis of 
Bulimia: A 
Multidimensional 



- X^terruhing the origins of bulimia 
is no easier ffian speeifying the "causes" of anorexia 
riemjsa^ Gombined with the variability of basie 
symptoms from case to case^ the fact tot Hiere are 
bulimic anorexics, bulimies who were once anorexic^ 
normal-weight bH^ies, and overweight bulimics 
means that the "causes" of bulimia will be multiple, 
complex, and often controversial (7, 17). Like an- 
orexia nervosa, then, bulimia is best understood 
thrdugh a miatidiinehsional risk factor model that 
emphasizes the transactions between predispdsitidhs, 
precipitants, and perpetuatdrs (16, 17). 

Despite; the beterpgenei^ of symp- 
toms arid causes, this chapter conceives of "bulimia" 
as a unitary disorder (12, 16). Recent research has 
demonstrated many parallels between ridnri^-weight 
bulimia and buliniie anorexia^ suggesting that the 
latter is more closely related to the former than to 
restricting anorejcia nervosa (12, 16, 29). 



Biogenetic Predispositions 

Bulimia and Depression 

- Based on the following evidence. 

Pope arid Hudson (26) maintain that biiliriiia is a 
variant of depression. 
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Sympfoth Simtldnfy 

Many bulimic patients report some of 
tiie f bilbwihg symptoms of major depressidii in con- 
junction wiffi their gating disorder: depressed mood; 
low tolerance for frustration; high levels of anxiety, 
guilt,^ tension, and irritability; low self-esteemi pessi- 
mism; problems in cbncehtxating and thinking 
straight; lack of energy; sleep distufb^ces; and 
suicidal ideation (8, 17). In addition, the nsk of 
serious depressidn or mania (the "majpr affective 
disOTders'-) in bufiirae iiidividuds ma^ bi as high as 
75 percent, as compared with_ a fi^e of roughly 15 
to 20 percent for the general population (22, 26). 
This shocking statistic may overestimate the correla- 
tibh between serious embtibid disbrder sind bulimia, 
but it is clear Qiat bulimia and affective disorder are 
linked. Moreover^ in at least a third of the cases, 
depression or mania precedes the onset of bulirnia, 
ra&er tiiah foHbws it as a reaction to uncontrollable 
bihgeihg and pufgihg (22, 26). 

Family Histories 



Surveys of firstrdegfee relatives 
(mother, father, broflier, sister, son, daughter) reveal 
that tile risk of major affective : disorder in the 
imme^ate famiUes of hbrm^-weiglrt ap- 
proximately 30 percent, while the risk of substence 
abuse is approximately 13 percent. These figures are 
very similar to the: risk of affective disorder and 
substehee abuse in the first-degree relatives bf man- 
ic-depressive patients and bulimic anorexics (17). 

Dexdmethdsone Suppression Test 



The dexamethasone suppression test 
is designed lb investigate the body 's response to the 
midnight admihistratibtt bf syiilhetic cdrt^^ 
methadone) (6). Natural Cortisol is a hormone re- 
leased by the adrenal glands to help the body cope 
witii stress. Even in the absence of specific stressors, 
dtiring the morning and early afternoon the brain 
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periodically directs the adrenal glands ta secrete 
Cortisol as part of the: body's circadian rhythms. In 
normal Mmduals midnight administration of dexa- 
nieaiasone activates a ne^tive feedback mechanism 
whCTeby the brain detects the increased level of 
Cortisol following ingestion and then suppresses its 
release on the ioHbwmg day. A significant number of 
severely depressed individuals show either no desa- 
methasone suppression or an early release from 
suppression (6). Thus it is^ interesting to find that a 
similar pereehtage of bulimic patients have the same 
abnormal responses (17, 26). 

Drug Therapy 

. -^L Several well-designed studies have 
shown that, although antidepressant medieatibh Joes 
not "cure" buhmia ifl: most instances, it does sfgnifi- 
cantly reduce both ^e^ frequency of bingeing and 
purging and the intensity of correlated depression in 
a large percentage of bulimics (14, 17, 18, 26). 

CGiiclusidn 

CoUectjvely, these findings suggest a 
strong relationship between bidirhia and affective 
disorder. The complexity of bulimia makes it unlike- 
ly that ''buUmia is just an affective disorder, " but the 
ongoing controversies over the lii^ge between bu- 
limia and depressidn shb^d hot blind us to the fact 
that a family biv personal histoiy of depression 
definitely puts females at risk for bulimia. 

Familial Pf edispdsitidns 

Style of Family Interaetions 



- - , ^ Investigations of the style and quality 
of femily interactions have shown that the families of 
normal-weight bulimics are very much like the fam- 
ilies of bulimic anbrejdcs (see Johnson and Maddi 
[17] for a review). Relative to the families of restrict- 
ing anorexics and normal controls, the families of 
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bifliinies tend to have hijgh levels of stress and 
conflict, poor prbhl^ a large amount 

of contradictory comniunication about autonomy and 
dependence^ and low levels of interpersonal trust and 
emotibSd^ support. ^ I^^ addition^ as ppdicted b^ the 
s^oralfcufal perepective (see Chapter 7), there are 
often high expectations for mdividual achievement in 
the absence of clear support for personal autonomy, 
inteHectual stimulation, and involvement in emotion^ 
ally sustaining activities such as recreatibri and the 
arts. - - _ ^ 

This research saggesfe that the major 
cbriebiiutants of buUmia— low self •^steem^ perfection- 
ism, nonassertiveness^ embtib^ im- 
pulsivity— are aSSbutable in p^ to a_ chaotic and 
disengaged family that makes it very difficult for a 
ebnstitutibnally vito child to reco^ize her own 
ne^s and feefings ^d tb ebhtrbl tiiem in accordance 
with high standards of befevior (5, 15^ 17). Even 
though the date on family interactions make sense in 
light of symptom patterns^ however, twb_ obserya: 
tiohs hi^Slight ffie ejcteht bf bt^ ignbrancie and_the 
necessity of a multidimensional perspective. First, 
the families of bulimics are very similar to the 
^'psydlbsbmatfc^ suffering from 

astluna or repeated epfecKles of diabet^ 
This raises the as-jret-unanswered question of why 
bulimia and not some other disorder emerges in 
certain disorganized ^d imsuppbrtive families (15, 
21). Second, usually only one person in a ''biflimie 
family" develops the disorder, and as yet we do not 
understand how the negative forces within such 
families come to focus on that child instead of 
another. 

Family Characteristics 

It is important that education staff 
and other nbnspeei^sts r^ahze &at the_'/chabs!' and 
conflict descried above may be found in the ''good 
homes'/ of successfiUK weU-resp people. The 
members of these families unwittingly promote con- 
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fusion about idendty, body: image, and the meaning 
of icK)d by being emotionaHy overeqntrolled, socially 
isolated, hypereonseious of appearances, and ovefin- 
vblved with food preparation and eating habits as 
symbols of adequacy in female sex-role fuhetiohihg 
(4, 27, 28). * 

Most of these families have acqtiaiiit- 
anees, but no close friends or institutional sources of 
emoHonal support. In a significant nuntber of cases a 
college-educated mother is wedded to the role of 
housewife, ^though she derives little or no emdtLonai 
sustenance fi-om it. This sense of emptiiiess,^ studded 
with frustration smd guilt, may manifest itself in a 
self-conscious abandonment of life outside the home 
and a compensatory overinvolvemi^nt with daugh- 
ter s appearance and femininity. 

As mother becomes ihcreasing^^ 
vorced fram heiietf, father is increasingly married to 
his jd& The children love him veiy much arid value 
his approval highly,^ but their affeetibri may be tinged 
with resentment because his positive comments are 
usually cbritirigerit upon their performance and ap- 
pearariee, instead of being freely given for just being 
ttemselves. The children also tend to idealize his 
apparent strength and freedom, but fmd him to be 
physically absent a great deal and emotionally aloof 
when present. 

Within this "very together family'* 
an emphasis bri the importance of appearances in 
getting ahead supersedes the ability bf family iriem- 
bere to support each other. For daughters, getting 
ahead^may^be defined in ti-aditional terms (looking 
gocKi— thin— arid acting properly in order to catch a 
desirable husband) or in contefflporary tenfts (getting 
good grades, winning ifl athletics, bmldirig a career, 
amd catching a desirable husband---see Chapter 7). 
This bvervaluatibri of appearances has two effects 
that^eneourage the development of bulitiua. First, the 
children, particularly the girls, are taught that look- 
ing good to othm is much riibre important than self- 
acceptariee. Second, family members tend to monitor 
arid compete with each other in order riot to "look 
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bad." This establishes a very unhealthy siUiation in 
whidi faimly members^ are emdtidrially isolated but 
psjxhqlo^cally ^hmeshed in each otter's hves^ Aii 
atmosphere of mistrust, confusion, and competition 
is created, and the minim definition of /'loolcing 
good" is being Ihinner and more in control than 
someone else. Meeting^ this criterion_ residts in the 
lonely elation of competitive victory; competitive 
feilufe brings the isolation and dejection of defeat. 
For tte individual who is gerieti<^y vi^ to 
severe emotional instability a^ oriented to 

slendemess, such an atmosphere is bound to create 
problems in the management of feelings and food. 



A Very Cautious Gohclusion 

__ At tills pdiht it is very tempting to 
conclude that family conflict and disor^nization set 
the stage for the impulsivity and identity problems 
observed in bulimia. NeveilJieiess^^ dUr enthusiasm 
should be cohstfaihed by three impdrt^t points. 
First, there is tremendous variability in the charac- 
teristics Md co^^ df the families 
studied (26,^ 28). Second,^ almost all ^^^^^ rely dri 
the perceptions of bulimic and comparison subjects 
as the principal means of characterizing family style. 
Twd behavioral studies have : cdrrdbdrated t^^^ 
findings d£ self-repdrt^ata, but there is stiH a great 
need for actual observation of families instead of 
reliance dn the patients' opinions (17). Third, as is 
the ease for andresda riervdsa, dUr current kndwledge 
of famUial charactm associated with bidimia is 
based entirely on studies of families who have been 
cdpmg with a severe eating disorder for some time. 
Urtil investigators tacM^ tie impdsing prdblem df 
prospectively obseryihg ihtera^ 
ber of high-risk families (white upper-middle-class 
families with daughters), it will be impossible to 
confirm whether the characteristics reported thus far 
predate or postdate the emergence of bulimia. Given 
these three qualifications, we must be content with 
the strong possibility that there is a significant risk of 
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bulimia if _Qne grows up female in a middle- to upper- 
class fpjnilyefiaracterized by lack of unconditional 
support, emotional instability, interpersonal conflict 
overemphasis on appearances, and complex contra- 
dictions about ebhhectioh and separation. 

^fidividtial PFedispositioiis.' 
Johnson's ASeet 
Regulation Theoiy 

, ^ The personaUty traits of bulimic indi- 
viduals vary greatly (7, 9, 17). Nonetheless, based on 
the^biological_and famifial predispositions discussed 
iu__aie preee&ng sections, Craig Johnson and his 
colleagues at Northwestern University's Institute of 
i'sychiatry believe that three inten-elated personaUty 
charactenstics pJae^one at great risk for bulimia (16, 
ia.^Jofeisras theory is too recent to be weU estab- 
lished, ^ut it deserves considerable attehtioh because 
It integrates common clinical observations, many 
research findings (see, for example, Gandom- [91) 
and the expertise of a leading researcher and 
chnieian. 

Emotional Instability 

- . j. The first indjvidual nsk factor is 
emotional instability. This is not the moodiness that 
Gharactenzes adolescents at certain periods in their 
development, but rather a more profound deficit in 
the regulation of ^emotions. Many bulimic patients 
report long histones of swings in mood ffdm elation 
foUo^ang success to despair following perceived fail- 
ure. Their tolerance for frustration and boredom is 
gencjaUyJow, aiid iJiey frequently feel at the mercy 
f 'iB^: anxiety, anger, and apathy. 

limotiona[ mstabihty also manifests itself as impul- 
siveness m the form of promisetiify, substance abuse 
or poorly thought-out changes in fiiends, classes, 
and lifestyle. 
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Low Self-Esteem 

A feeling of being at home in one's 
body and in control of one's emotions is fundamental 
tb_a hidthy self-image^^^ the chronic 

emotional instabihty _^cperienee^ by many bulimies 
produces repeated episodes of helplessness tiiat 
eventuaUy cryst^ into low self-esteem. Lacking 
seH-aeeept^ee, the individual becomes extremely 
dependent oh what bthere^ tim& and (4, 27). This 
external orientation sounds pathological, but it is 
reiitforced by two prd^^^^ aspects of the normal 
sociahzatiqh of women: (1) tile e:Streme 

importance of external appearahees;_ and (2)^^d^^^ 
deiicy on others^ particularly men, for the definition 
and valuation of self. 



Disturbances in Interoceptive 
Awareness 



The lack of to control and self- 
determined values is ihtehsif ied by the third charac- 
teristic of many bulimics, prbblems in ihteroeeptive 
awareness. As is tine for anorexics, many bulimics 
have teouble differentiating,^ iden^ and express- 
ing internal states such as hunger, fatigue, or anger 
(see Chapters 2 and 8). 

The Effeets of Predisposing 
Characteristics 



Emotion^ instability, low self-es- 
teem, and deficits in interoceptive awareness are 
inteirelated characteristic that grow together as any 
one is intensified by ^ loss i0f con^^^^ All three leave 
the individual extremely dissatisfied wi& both her 
body and her mind, a feeling that is reinforced by 
constant exposure to the many aspects of our culture 
that portray women as hjrperembtiorial sexual objects 
with inferior or even negligible intellectual powers 
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(3, One migHt tiimk that fnendships or other 
interperebn^ relationships could assuage self-dissat- 
isfaction. One of the piercing ironies of bulimia, 
however, is that low self-esteem, emotional instabil- 
ity, and ah e3£ten^ onentation make the bulimie 
hj^rsehsitive to negative appraisal and imagined 
rejection by others (3). It is also h^d for women in 
^neral to reach out ta other women for support, 
because I many of ftem have been socialized to 
beheve that a thin and otherwise desirable body is a 
major weapon in the competition to attract men (3, 

- ^ As noted previously, many bulimie 

mdivid^s have very high or cbmpletely unrealistic 
^andards for achievement in the reahn of career and 
family (4, 9, 17), Yet they are doomed to 511 short of 
those high e35)eetations, because they lack the self- 
eohtrol, the tolerance for frustratidn and ambi^ty, 
and the authentic familial support that the attain- 
ment of excellehee often requires (9, 17). Failure to 
meet extreme g(als-such as becoming a "super- 
wbmm" (see Chapter 7— is virtually p^anteed, but 
responsibility for it is likely to be incorporated into 
an already Jiegative self-image. Not surprisingly, the 
anxiety and shame generated by repeated discrepah- 
eies between ideals and actualities further undermine 
both self-esteem and the capacity for healthy 
relationships. 



Preeipitants 

Dieting 

Accebrding to Johnson, the predispos- 
mg characteristics lead many future Jbulimies to 
expenence their "normal" bodies as inadequate con- 
tainers of uncontrollable emotions, thoughts, and 
impulses (17). in many cases this negative and 
unstable body image is reinforced by cultural mes- 
sages which insist that wbmeh reject their normal 
bodies (slim them, paint them, peffume them) and by 
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an individiial history of weight fluctuations attnbut- 
able to childhood obesity, dieting, overeating pul5er- 
ty, and, occasidnaUy, anorexia m (4, 16, 32), 
_ As is tihe ease for ^br^a nervosa, 
any of the following experiences may intensify dis- 
like of the tH)dy to an unbearable degree while 
tteeatening the individual's sense of control over the 
important events in her life (4, 9): 

1. A_ grqwtii spmt or life change (goii^ off to 
college) that produces rapid weight gain 

2. Being teased about weight 

3. A desire to join a program (dance or gymnastics 
or diill team) in which coaches and participants 
are often obsessed with slehdemess, fitness, ^d 
competition 

4. A traumatic loss or separation 

5. The blossoming of heterosexual interest and/or a 
real or fantasied rejection by a boy 

6. Confusion about sexuality and/or identity 

7. Sesraal Jiarassment, 5e3a^ victiinizatidn, and/dr 
physic^ abuse at home or at school 

8. Observation of friends who are dieting "reh- 
gidusly." 

Because the body is the locus of so 
many of her pffdblems,^ and beeause women in dUr 
culture are _strqhgly_ encouraged to deyelbp their 
identities around the body and its sexual signifi- 
cance, the bulimic-td-be it the f ocus of e^orts 
to ''get it together. These days mastering the body 
means being thin, as seeh^ fcr example, in the widely 
held but nonsensical belief that for a woman to be 
physic^y fit, she must be thin (13; and see Chapter 
7)^ Thus^ for the bulimic-to-be^ as for ffi^ 
weight loss comes to be a concrete and externally 
defined indicator of self-regulation. Furthermore, 
weight loss resiilts in many cdmpliments and greater 
pbpularit}^ both bf w^hieh are higHy rewarding to 
sensitive people with low self-esteem. 
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If self-mastery == cdritToLD^^ body 
= dieting, then dieting = severe, obsessive, and 
prolonged restrictioh of food intake = total victory 
over hunger and the body. For vulnerable mdivid- 
u^s— those who are emotionaUy imstable, laeMng 
self-cdnfidence, and of tdueh wiffi their bodies— 
restrictive dieting is often the beginning of bulimia 
(9, 17).* 

In fact, there is cdrisiderable evi- 
dence that a tendency to bih^ is a normal 
consequence of diet^ restraint (13, 25). This evi- 
dence is a fascinating and telUng indictment of the 
sociocidtiu-al pressufes that de^ thinness (see Chap- 
ter 7). Before proceedings contemplate these two 
questions: Should people who are overweight eat less 
than 2,0U0 ralories per day? Should people whose 
weight is within acceptable medical limits lose a few 
more pounds to look ^d feel better? As implied in 
Chapter 7, the answer to both these questions is 
probably no. 

The Dangers of **Nonnal" Dieting 

David Garner, Janet Polivy, and C. 
Peter Herman, all of the University of Toronto, are 
among the fdremdst prdjpdnents of the beUef that 
rigsMcfit^ dieting is a major risk factor in the devel- 
opment of bulimia (11, 13, 24, 25; and see also 
Bennett and Gurm [2]). Their theoiy integrates re- 
search dri starvation: (see Chapter 2)_witii a physio- 
Ibg^eal concept caUed ^'w^^^ set point." An individ- 
ual's set point is the range c^f either total bc^y 
weight or percent df biidyiat that is ndrmil for th-^^ 
person according to tiie dictates of genetics, ea. 
feeding practices, and the body's need to maintain an 
internal equilibrium, The brain defends this "jihysid- 
IdgicaUy prdgrammed we^^ level" (13, p. 532) ih a 
mamer akin to the hoihebstatic regulation of body 
temperature. Consequently, if weight falls signifi- 
cantly below the predetermined range, the brain will 



*^ small but significa^ bulimics were at 

one time anorexic. This suggests that being anorexic is a significant 
risk factor for future bulimia (9). 
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adjust thinkings physiologicid functi 
ior to restore weight to the set pSint (13^ 25). This 
ebihpehsSb^ tenden^ in fe- 

males, the gender at greatest nsk for bulimia, be- 
cause they must maintain a fat/body weight ratio of 
appfoximately 17 percent in order to be^ meristru- 
aHbh and 22 percent tb_ restore it (I^ 17>. _ _^ 

This theory is controversial, for two 
reasons. Firsts it commits the blasphemy o^^ 
tliat everycne is meant to be a Certain weight in the 
s^ne way they just are a certeih jieight, even if tiie 
- 'normal" weight for a given individual is well above 
the "normative" range stipulated by weight-for- 
height tables. - - i 

Second, Hiis theory redefines ''diet- 
ing" to mean the normalization of food intake such 
that b<Kiy weight moves in the dteection of tliat 
'-normal weigh^" that is^^ie set point. In practice, 
tiie weight considered normal and healthy for a given 
individual is the weight at which the individual 
stabilizes foUowing sustained adherence to a daily 
pro^^ of teee to six regularly spaced 
balanced m^s with a total daily calonc content of 
2,000 to 2,400 calories (A, B. Enright, personal 
conununication).* Although tihis mea^^ may cori- 
stitute a "diet" ^dieteiy_ restraint) relative to the 
bulimic's (or any given person's) daily calonc intake, 
such a program is a_ far cry from what most people 
mean by a "diet" because its goal is to hdp people 
settie tiSeir weight V'at_ a_ level that does not require 
chronic dieting to maintain" (13^ p. 544). Thus, the 
pufpose of this maintenance diet (for anyone) 
reach a weight at whicli ttie individii^ nb Ibhger 
experiences chronic hunger, emotional instability, 
the urge to binge-eat, and other damaging effects of 
semistarvatiOn (13). ... z 

Most pebple, and part 
cents, would reject the set point theory in favor of 
the culturally sanctioned notion that all nonslender 



*This^i& a^ general 4^sOTp^ of a mainteiiahce diet The program for 
any specific individoai, bulimic or otherwise, should be determined by 
a registered dietician who understands set point theory. 
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people should diet restrietitely to become £Iiin (see 
Chapter 7). Nbnethdess, Gamer and others have 
maisMed what I consider to be incontrdvertible 
evidence in favor of their contention that the tj^ of 
restrictive dieting that has beedihe hdnnal for many 
teenage girls and sbme teenage boys is useless and 
dahgerdus (fdr a cdmplete discussion see Bennett 
and Gurin, [2], Gamer and others [13], Polivy and 
Herman [24], Wodley and Wddley [31]). There are 
many pedple whd do not systematically monitor their 
body weiglit, food mtake, or exercise^ but who 
maintain a stable body weight. Arid, despite tiie 
claims_ of both quacks ^d respectable scientists, 
there is Jid reliable means df Idsing a significant 
^durit of weight and keying ^roj^. Eating much 
less is certainly ridt the mswer^ fdr, eduriterihtuitive 
as it may sound, scientific research refutes the 
propositidri teat overweight people eat more than 
rionobese people (31). Moreover, Severe dietary re- 
straint is a fdfrn df self-induced s^rvatidri that 
moves the individual's weigJBt below---sometimes far 
below— aie^ set point, producing a state tantamdUnt 
to semistarvation. As we have seen, such deprivation 
produces many c<)risequeriees---apathy, iriitability, 
predccupatidri with food, food hoarding, unusual 
taste preferences , excessive gum-chewing dr cdffee- 
drinlcing, and binge^ting^esii^ed td conserve en- 
ergy and motivate the individual to eat Csee Chapter 2). 

_ Ireriiealiy (aid sadly), starvation also 

produces "hyperlipogenesis" (32)-the tendency of 
depleted fat cells to retain abnormally large amounts 
of fat during weight restoratidn. In essence hyperli- 
pogenesis means tlat prdldnged caloric restriction 
ridt didy riibtivates binge-eating and reduces norinal 
cues for satiation, but it also increases the probabili- 
ty that ^-efeeding will result in excess acciunulation 
of M ^32) These rebourid effects are the basis of the 
buliriuc's desperate and perpetual battle with hunger 
and weight. 

Demonstrations of the daflgers of se- 
vere dietary restraint are but smaH voices ^f sanity 
in an uproau* of cultural riiadness concerning the 
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achievement of sjeiiderness (il, 13). As noted in 
Chapter 7, women in partieular are bombarded with 
messages empha^ fanatical or 

even ''natural" dieting as the solution to the problem 
of self-contTol and other forms of success. These 
exhortations to diet have a negative eMect^ e^^ many 
men ^d women (see Ghapte^ 6), but the ihdnridual 
predisposed to bulimia is particularly ill-equipped to 
battle her body *s defense of the weight set pQint. 
The apathy, distractibility, irntability^ depression, 
rage, _aimety^ ahd_ social withdrawalT^in short, the 
emotional instability— produced by extended caloric 
rHestricdon constitute^ problems that 

dieting is intended to control (17); ^ 

Rec^ that deficits in impulse control 
are also part of the vulnerability to bulimia. This is 
extremely sigriific^ because extreme caloric restric- 
tion is essentiaflyjbod deprivation^ a^ depriva- 
tion produces a powerful "impulse*' called hunger. 
This hunger drive threatens the self -contra of the 
bulimic (or any chronic dieter) in two major ways. 
First, tiiere _is_ ah ex^erne responsiveness^ to the 
sights smell, and taste of food. Sec^nd^ in response to 
prolonged and severe dieting, the body increases 
prQductio_n_ of motilih, a hormone that facilitates 
gastric emptying and reduces satiation due to feeling 
bloated (25). 



Cmnterri^lattdn 

As part of the body s defense of a 
weight set point, interise hiinpr and reduced s^^^^ 
produce a phenomehbn esflled ' 'ebmiterregulatibnu ' ' 
Unlike nonrestrained eaters, dieters do not redmx 
their intake of food foltowing_ inj^tton of a large 
ammni] instead^ they continue eating a let— that is, 
they eouhterreg^ate or binge (25). In other words 
(17, pp. 263-64): 



F^t^™?st among that emerge 

in reaction to caloric deprivation is an increased vulnera- 
bility to binge-eating (rapid consumption of a large quanti- 
ty of food in a short space of time). 
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: . _ - To make matters wbrse,^ 

lation (bihgeing) is mere likely to occur when the 
restrained eater (dieter) is emotionally distressed 
(25). This becomes the foimdation of a yidous eirelCi 
because the emotionally unstable bidimie-to-be tends 
to amplify the irritability and restlessness that nor- 
mally aeeompahy intense himger (severe dieting) 



The Impasse 



At this point the bulimic-to-be is once 
more at odds with her own body. Restrictive dieting 
(restraint = good versus normal eating - bad) 
initially enables her to cdhtrol her body and approach 
^'excellence'' through tiie successful pursuit of thin- 
ness. But over time, as her body seeks to restore a 
normal weight, unhealdiy (nonmaintehance) dieting 
evokes a biological imperative escperienced as himger 
and _ emotional instebility. Thus, through pathological 
dieting the bulimic-to-be reaches what Johnsdit and 
Maddi (17) call a '^psychdbidlogieal impasse'': she is 
yulnerable to hunger, embtidhal distress, and failure, 
but Jier efforts to gain control of herself by extreme 
dieting only increase instability, seLf-disparag ^ment, 
and, most of all^ himger. 



Disinhibitien 

It is obvious^ that, despite their hun- 
ger and tendency to couhterregulate, restrictive diet- 
ers (and anorejcics) are generally able to eat very 
small meals without losing cdntroL For bihgeing to 
occur* something; must djsihhibii^ the compensatory 
hunger generated by honmaintenance dieting (25). 
AettraUy, many different experiences (m ovenvhelm 
the bulimic-to-be's shaky defenses against eouhter- 
regulatii>n, indudihg a ''harmless'' indulgence in a 
forbidden fbbd^ drinking alcohol or smoking marijua- 
na, and a severe rejection or other stressor that is 
just "too much" (9, 17, 25). Sometimes a family 
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cekbratiqn or a friend at schcR}! will encou^^ 
individual to participate in a group ''pigout-' (23, 32); 

^ ^ AH_ these^^e^^ 
''I sm no longer in control." Using the dichotomous 
thinking of many dieters (and anorexics^ see Qiaffter 
8), any Ic^semhg b£ resfraint is equated with having 
totally given in to gluttony. Just as unhealthy dieting 
is sustained by the belief *1 am in control," bingeing 
(counteiregulation) is unleashed by the thought "I've 
completely blown it how" (25). 



Perpetuaters 

In general bulimics experience binge- 
eating as a foreign and disgusting 4}ractice that they 
are powerless resist (7, 17)^ Such helplessness 
does not terminate the beha^or, however, because 
binge-eating has a complex set of positive and 
negative corisequehees whose net effect «ver time is 
to increase the probability of both bingeing and 
purging (17). 

Regulation of Emotion 

At first bulimics try to control their 
emotional instability with^ res 
as semistarvatibri ihtehsifies embtibhSity an^^ 
blends it with chronic hunger, they begin to transfer 
the regulation of emotion from dieting to bingeing. 
The trance-like state produced by rapid and mechan- 
ics gorging blots but aimety, smbbttis but embtional 
peaks and vaUeys, and makes the seeming ine\ntabil- 
ity of rejection by other people irrelevant (7^ 17, 20). 
Binge-eating also fills the emptiness of low self- 
esteem in tiie sameiway^ mbtiier's breast sbbthes a 
hungry baby (20). This form of self-nurturance is an 
especially powerful motive in people whose instabil- 
ity^ mistrust of others, and tendency to 
make it ne^ly_ irnpbssjble for them to receive emb- 
tional sustenance from interpersonal relationships 
(17). Paradoxically^ all these palliative functions are 
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interwoven with the ability b£ bihge-eatihg to ob- 
scure the underlyihf emotional dysfunction by be- 
eommg itself the focus of intense emotions, both 
good and bad (4, 17, 19, 23). 

Although binding frightens the bu- 
Umi^^ it is initially e3cpeneneed as a more or less 
acceptable sensation of being "swept away.*' This 
projective defense enables the bulimic to indage in a 
stimulating^ release from dietary and emdtioMl inhi- 
bition while blamihgjaie distufbihg loss of control on 
the irresistible power of a tempting food or a reject- 
ing pereon, rather th^ on a lack of "will power" 
(17). Denying responsibility in this iriatmef also sets 
the stage for a hes-oie reentry into the process of self- 
ceSifrbl throu^ reestablishment of rigid dieting, 
strenuous exercising, intense studying, or other 
forms of self-control (20, 23). 
- As the tensions in this overcontroUed 

life begin to mount, and as the rewards of ''contrblla- 
ble losses of control'V become more saliei^^ 
bulimic starts to use binge-eating as ah ihtehtiohal 
regulator of the ayereive emotiohs that continually 
t&eateh her ability to "keep it tc^ethef" (9, 17). 
Thus, over time the binges develop into a prediictable 
response to_ tension, bSiredbm, and loneliness, and 
many b^imies eventually plan them on a weekly or 
daily basis. At this stage, purging comes tb occupy a 
more prominent place in the cycle {see below), 
be£mse_ the bulimic rationalizes the planning of 
binges in accordance with her confidence in the 
cortipehsatory purge (32). 



Impulse Expressien 

_ Since many biflimies are irh jjulsive as 
well as embtibnal, episodes of private binge-eating 
bfrer air ostensibly safe means of "letting goV 
Depending on the individual, bihge-eatihg can ex- 
press frustratibh, sejcualily^ ^ger^ defiance, or sim- 
ply a ne^dtb"cut loose" in a manner that has none 
of tee immediate moral, physi(^^ or legSl conse- 
quences of other forms of impulsivity such as pro- 
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miseuity, dn^ abuse, or iriterpersdnal viblehce (17)* 
Seen ffdin ^otiier angle , bingeihg and purging 
provide an initially controllable superstructure of 
impuisivity for people who are prone to l>oredom ^Lnd 
ebnfusibit about their feeHrigs (23). Within families 
characten3^d_ by aii_ ina^Uity _ to let _g6_ of _ tiieir 
daughters and a strong emphasis on weight control, 
binge-eating can also serve as a private form of 
autonomous protest (17). 



Purging 

Binge-eating has many immediate re- 
wards for the bulimic. Once the episode has ended, 
however, the btUinuc usually feels guilty^ disgusted, 
panicky^ rad, bceasiqn^y, smeidal (7, 9^ 17, 20); Not 
only has she lost control <been "bad"), but she is 
terrified by her conviction diat binge-eating will lead 
to weight gain. In her eyes the inevitable accumula- 
tion of fet wiH be pubUe e\^den^^ that she is but of 
control and otherwise worthless. 

lliis exaggerated interpretation points 
to the fact that buUmics often bperate to 
the same types of irrational attitudes that 
twist the thinking of anorexics (see Ghapter 8): I 
must diet to be good; I have no self-control, so either 
I must diet: strenubusiy OT as well give up; 

my selfrindi^gehee is ai si^ bf wetness; eating 
makes me feel fat, so I must be getting fat (8). 
Binge-eating puts tremendous pressure on this sys- 
tein of beliefs because i^ highlights a cbntradictibn: 
severe dietary restraint = control jm Ibsj == 

good; binge-eating = pleasure and tension regula- 
tion; binge-eating = loss of conti"ol and weight gain 
=== bad (17). Thus, the bulimic is faced with a very 
irapbrtaht question from the standpoint bf psycholog- 
ical equilibriimi: Is there a way to "hav« her cake" 
and not have it too? For some buiimics the answer is 
purging, usually in the form bf self -induced vbmitihg, 
and the trap is sprung. -_ 

The thought of purging is repellent to 
mcst people, but to the binge-eater it is very attrac- 
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tive as a ebhfcrbilable, immediate, and aggressive 
rn^jis of undoing excessive caloric intalce. More- 
pyer, m ike short it works eaetremely weH (22, 
32), fact, many feuJimies lose ^eight steadily for a 
long tnne after^ey begin purging. Of course^ this 
reduction is highly valued and as such may be the 
factor that tTansfonns episodic birige-eatihg into a 
yicious binge-pm-ge cycle; In the Jong run self- 
induced ybirating may ac contribute to wmght 
gam because this form of purging incrMses Sie 
severity and frequency of binge-eating wMe elimi- 
nating only two-thirds or so of^ie t^ories consumed 
(A. B. Ehright, personal commimication; £13]). 

- Parallel to binge-eating, self-induced 

vomiting serves a nmnber M purposes in Edition to 
the attempt to reveree ffie etfeete of goring (17, 20). 
Cleansing tiie system in an aggressive manner is a 
concrete reassertion of control that can sMtUtanebus- 
ly discharge angry feelings toward others ^d self^ 
Purging also functions as^ penance for the guilt 
created by impulsivity, and after a purge many 
bulimics feel alert, purified^ and peaceftll, CdriVerse- 
iy* for the subgroup of bulimies who are severelv 
troubled by emotional instability, dependency on 
o&ers, jmd^ crushing sense of person^ ineftective- 
ne^, both purging and bingeing are forms of self 
mutilation whose pain ebrnbats their feeling of inner 
deadness (17). ^ 

^ The other forms of purging— laxa- 
tives, diuretics, prolonged fasts, diet pills— may also 
serve multiple puiposes. Gbnseiously, they are used 
to cbUnteraet Jhe effects of a binge. Unconsciously, 
they may serve as self-punitive measures and as 
legitimizers of continued bingeing. 

^ - : As noted abbve^ in the early phases 
of the disorder bingeing is quite reinforcing because 
it reduces and thereby controls hjth hunger and 
unpleasant emotions. As it becomes habitual and 
UnCQntrbllable, however, its net effect is to increase 
tension Mid body weight. This means that in the 
later stages of bulimia the aU-impbrtant fiirietibh of 
tension regulation will be transferred to purging. No 
matter hbw repugnant self-induced vomiting may 
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appear to us, its ability to reduce tension and 
increase the sense of dedicatidn to slenderne^^ 
potent that purginf often becomes ffi^ sustainihg 
factor m buKmia (16, 17, 32). Some bulimics literally 
binge so that they can purge^ an outcome that only 
increases the probability of bingeing and, ironically, 
of weight gain. 



The Distortion of Hunger 
and Satiation 

Given the relationship between di- 
etary restraint and the distortion of ^^h 
satiation (coUnterreg^ expect tiiat a 

cessation of bingemg^d restoration 
of normal body weight would stabilize the experience 
of hunger. Unfortimately, this is not the case, Chron- 
ic buliinics have an increased appetite, paitic^ 
for sweete^ even after they have eliminated bingeing 
and purging and have achieved a healthy body 
weight (32). 

- : The distb hunger and satiety 

is_ very signified in the perpetuation of bulimia. A 
voracious appetite makes it exceedingly difficult for 
the buKmic to oyercome her fear that she wiH 
become grotesquely fat if she eats "normally." In 
additioh, the persistence of extreme hunger for 
several weeks or even months is very discouraging 
for the therapist and client when they have worked 
so hard to stop the bihgeihg and purging (32)^ 
^ - It is very likely that residual vora- 

ciousness is not a fimction of emotional factors. It is 
probably due to changes itt physidldgy^£md learning 
that impair the body's ability to terminate eating 
once it has begun (32). 

^ Most, bulimics eat very little between 
their episodes of bingeing on sweets or x^bbhy- 
drates. This means that they subsist for long periods 
on sugars that are absorbed to a small degree before 
purging. The body learns to adjust to this sti\te_of 
affairs by releasing the hormone insulin immediately 
after eating begins. Insulin contributes to the onset 
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of bingeing by increasing appetite and promoting fat 
storage. = 

_ By definition, a person who binges 
continues to eat long after he or she feels full. 
Psychological research has dernohstrated that, al- 
though the^ypotiialamusregulat^^ satiety, people 
need to learn what combination of extern^ percep- 
tions (such as tastes or textures) and internal sisals 
(metat85lic_ feedback) indicates that they have eaten 
enou^. Bingeing and purging pervert this process of 
learning to "feel full," because the bulimie's body 
"learns" that eating huge amounts of foods high in 
sugar or carbohydrates provides very few calories 
(32). In effect, the bulimic's body forgets how to 
regulate consumption of balanced meals while it 
learns that enormous arabUnts of sweet or fatty foods 
are necessary to produce satiation. 



TBe VIeieus Girele 

- The relationship among the; predispo- 

sitions, precipitantSi and perpetuators of bulimia is 
sbowii in Figure 9-1 (adapted from Johnson and 
MadSi [17]). Ahbther way to summarize much of the 
material in this chapter is to examine the origin and 
outcome or the vicious circle that imprisons bulimics 
once bingeing arid purging become regular features 
of their lives (7, 10, 17, 20, 32). 

Origin 

_ This trap originates in the bulimic's 
need to be in control of her embtioris and her body, 
and thus herself. At first restrictive dieting meets 
tbis need^ but eventually it leaves her hungry and 
depleted in a physical and emotional sense. Seifiistar- 
vatioh also renders her less capable bf experiencing 
pleasure in any activity _bther than weight loss. 

Binge-eating provides a release for 
these tensions, but it makes her feel anxious arid 
guilty about helplessness arid gaining weight. Having 
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. : FAMILIAL FACTORS 

.._,.^^of*iMess Faniilyhistbrybfaffec- ehaoticanddisengagiti: 

: iyetetoitessibn conflict, streM,conS- 

bb@M:against obesity- ormania) and/or alco- dictoiy communication 

™P™!M!»Mss JMm . aboutautonotHy 

Wdcem^ofextenial M!ddle-toupper<lass . Eraotlonai Isolation and 

IHrentspgiiify cultiifal unexpressiveness 
foi- empliases 



woman _ _ 
Femininity = appearance 



Problemswitfe autonomy^ separation, and iden% 

tiog-taaability; variable moods; impufeivi^; low tolerance for anxiety, fmstratibn bore- 
: dom;episadB.(tt<iepressi9ftaDd/br mania 

Low self-eaam: seise of ineSectiveaess; self^mticalness; competitive but dependeiit; perfec- 
^toist; h«li inteipersfflial sensiBwty and lacW interiHl standards; body dissatisfaction 
Waptpblipjffldudiiig anorak iiavosaj asacffld or adolescent 
Defiats in interoceptive awareness aiid flexible tbiiikiiig 



PRECiPITAtbRS :DECiSMTeDlET WElGHTLO^ 

Adototebiiflicts Dissatisfaction with &m of control over 

ws, rejection _.body,self,andlife -seffioSers- 
Interestindanceor 

sp(Mts and failure" 




Bldssbmihg of 

Sexual victimization 
Observation of peers who 

are dieting 
Failure 

Lonelmess, boredom, 
anger 

PERPETUATING 
EFFECTS 

Distortioirof hunger and 

satiation 
Frequent and habitiial 

btagfingi^urging 
Physical illness and 

weakhe^ 
Embtibhal instability 
NaiTOv^n^of interests 
Interpersonal conflict and 

isolation 
Guat, sharnci anxiety 
Failure^d deiM-essibh 
Distorted body im^e and 

all-or-nbhe thinking 

Figure 9-1. A Multidimensional Model of Bulimia 

Swfcr Johnson and Maddi (17). 
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Perfe^dmst need for 
-- control and success^ 
Familial and ddtini em- 
phasis bii slimhess and 
extemalapg^rances 
Gompetition with others 



1 PURGING 
Undoing of Sie binge 
Reassertibn of control 
Expffi^ion of aiiger 
Penitence 
Tension reduction 
^^^tiihizatioh of 



_5ing 
Sense of dedication to 
weight control 



Fear of jveight gain 
Intensified dieting 
In^ias^: dieti^ = cbn- 
trol/success + instability 
and voracious hunger 



BINGE-EATING 

Regulatibri bf embtioh 
Expre^ion^of erotic and 

aggressive imposes 
Self<:bhti*blled harrowing 
afld dissolving of life's 
::structure 

BUT also loss of control, 
panic, fear of discovery 
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reached this impasse, the biJimic usuaUy discovers 
selfrinduced yomiting, laxa or diuretics. These 
appear tb: be'-a mira^bus sblutiqh to her problem, 
because ffiey^ Eliminate the contents of a binge and 
they result in weight loss. Pursing is also a tempo- 
rarily successM fom of self-deceptibrtin that it 
serve as a^ dramatic first step in the bulimic's attempt 
to reestablish '/normal'' self -regulation by being 
''perfect" in weight control^ school, relationships, 
and so on. -_z_-_ 

- The biolbgical j)re^ 

faHgue) and the psychologic^ pressures (self-con- 
sciousne^ and guilt) of this compensatdiy restraint 
are simply tod^great for a person whbjs alres^y 
susceptible to emotional instability and impulsivity. 
Thus, the stage is set once more for bingeing: and 
purging and, further, more desperate restraint. Afte^ 
a while^ dieting^ bingeing arid purging becbme an 
autbnbmbus chain bf habite In severe cases, an 
automatic link ^th emotions or times of the day is 
forged, and the body adjusts to ai "diet" iorisistirig 
alffldst exdusively of forbidden fbbds. When this 
happens, bulimic beha^or becomes divorced almost 
completely from the experience of hunger, deviations 
from set point, or emotional distress (26). 

Outcome 



Ultimately, bulimia accentuates the 
very problems it was "designed" to overcame (16, 
20, 22Y and see Chapter 4). Physically, the buliriiic 
becomes weak arid sicH jr. In additibn , to tiie buli- 
mic's b^rrbr^ if eguent bingeing and purging often 
result in a net gain in body weight. Sce^ 
bylinlic Ipses autheritic cbritact wiSr others because 
her self is overshadowed by a continual and private 
struggle Jtetween hunger, eating, fear of obesity, and 
a deep sense of shame Md worthlessnes^ 
ic^y, the hope of coritrol arid irite^atibri^^ 
the re^ty of Jielplesshe^^^^ and disintegration. More- 
over, unlike many anorexics, most biSimics are all 
too aware that they are living a lie. Underneath a 
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normal and often very attractive exteridr, bulimia 
has eroded their self-esteem, their se^^ of purpose, 
and their basic ability to experieh^ and express all 
the emotions that make us human. 

The tragedy of bulimia is expressed 
with poignancy by Wodley and Wodley (32, p. 398): 

AiTiviiig for treatment, these women struggle to tell us 
how Ufe^^ in ^eb* J^ies is experienced— as a series of 
nightinarish transitions from relative c^m to f evulsion 
loathing; how tenuous and fragile is their xapacil^iqr 
control; how much effort they expend ta maintain conSol 
for even a few hptH^-^and_ to purging, for all its horrible 
effects, is aH that stands between them and an anticipated 
loss of all self -worth. They accept the pain of purging 
rivals gladly, as the only remaining test of endurance 
they know they can pass. 



Conciusldiis 
and Implications 

A Multidimensional Perspeetive 

_ Cmclusion^ ^ and 
implieatibns ebheerhihg the nsk factors of anorexia 
nervosa {see pp. 203-8, Chapter 8) also apply to the 
''causes" of bulimia. Bulimia tod mi^f be understood 
as a complex and variable psyehobiblbgi^ disorder. 
There is ho doubt that construing it as an ''illness" is 
helpful in tempering anger and motiyating the se^ 
for proper .medical ani 

ertheiejss^ it is a mjstS^e ta allow this categorization 
to obscure the interplay between biological, personal, 
familial, and sociocultural factory in Sie predispcsi- 
tion, precipitation, and perpetuatibh of bulimia. 
Me«reoYer,_it is_ essential to keep in mind that each 
bulimic (and anorexic) person is diferent with re- 
spect to the pattern of symptoms, the relative 
sttengths of the factors discussed in this chapter, and 
the heSffi^ aspects of personality that pave the road 
to recovery— intelligence, coping skills, creativity, 
I and so fordi. 
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Implication. Teachers shoiild refrain 
from offering simplistic prdndimcemehts ateut 
^'(^use'^of MUmia. For^XOTiple^^ is not ''just 

a form of depre^ioh/'_ If stud^ want information 
about the origins of bulimia, allow ample time to 
consider the transaciions amdii^ ^ seS- 

esteem,^ autonomy, &ihibh, dieting, setrpoiht theory, 
ihteipersona^^ Such preparation is 

more than a matter of good scholarship. Given that 
s(^iociiltiiral and Interpersdnal factors play a role m 
the cause and mMiteh^ee of bulimia, there is every 
reason to believe that teachers, both as caring people 
and as representatives of an influential social institu- 
tion, can make a significant eonttbution to the 
prevention of bulimia. 

A Sensitive Perspective 

speetive definitely points^ t the family as one oi the 
''villains'' in the crime of bulimia. As one lectio i of 
this chapter states, a major contributor to i)ulimia is 
marital discord b^tweeh^ a fi^sbrated, weight- :oh- 
sdb^, amd depressed mother and a workaholic, 
emotionally aloof husband (see^ for example, Bcs- 
kind-White and White [4]). It js important to remem- 
ber that this is hot bne of aU 'Vbulimic &m?Iies''; in 
fact, the variability in family structure and dynamics 
is at least as strong as the consistencies ex±racted by 
researchers. Even if it is true of a partieular family, 
the multidimensi^ comj^iex, is 

simply too limited to provide an accurate and sympa- 
thetic picture of the historic an^ social context that 
shapes the functioning of parents and grandparents. 

Implication. When ev^uatihg other 
persons^ we tend to overlook the context of their 
beha\aor and atffibute tiieir actions tc internal dispo- 
sitions (32), This chapter, as weU as tiie prjevious 
one, is an attempt to reverse jaiis atfributibh^ bias in 
the_ jKereeptibn b£_bulimics (and anorexics) by eluci- 
dating the context of their seemingly irrational be- 
havior. To be consistent and fair, we must c^cfaidwl- 
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edge, for example, ttiat the mothers of today's 
bulimics are aiemselves the products of complex 
histbneal^ social, and personal factors that, among 
bffier things, have influenced the ways tiiey think 
^bout their bodies, their sesniality, and their sex roles 
(3, 4). _^ _____ 

-j: Teachere should endeavor to discuss 

familial risk factors withdut blaming the femily in a 
one-sided manner. Remember that the concept of a 
risk factor means that if will be present in varying 
degrees in diHerent instances of the disorder and 
completely absent in sdme. Moreover, should the 
taraily be clearly to blame in a certain case, respect 
and_sensitivit^are even more necessary because the 
family is the most important source of support for a 
youngster in trouble. 



Bulimia and Anorexia Nervosa 

- - ConcTttsion. A comparison of the risk 
faetors^for bulimia and. anorexia nervosa highlighte 
^e complex and ambigudus relationship between the 
two eating disdrders; en the one hand, two fects 
support a distmctidn between bulimia and restiicting 
anorexia nervosa. First, there iire hdrmal-weight and 
obese bulimics who have iiever been Md w^ never 
be anorexic. Second, researcTi indicates that bulimic 
anorexia seems to be more closely related to ndrrrial- 
weight bulimia than to restricting anorexia nervosa 
on a number of variables. 

, Oh tiie other hand, there is evidence 

M a stedng relationship between the twd disdrders. 
Bemg anorexic is a risk factor for sufeequeht nor- 
mal-weight bulimia^ and viee^versa» More important, 
a comparison df the two multidimensional models 
Kveals many apparently identical risk factors (see 
Table 9-1). Perhaps it is best at this point to view 
anorexia nervosa and bulimict, not as dichotomous 
syndromes, but as general "landmarks" on a spiec- 
frum ctf "eatihg disorders" ranging from restricting 
anorexia nervosa to bulimia in people of various body 
weights (3d- and see Figure 1-1 in Chapter 1). 



236 

237 



ERIC 



THE CAUS]^ OP BUHfiOA 



Table 9^1- Shared Predispositions, Precipitants, and 
Perpetuators of BuKmia and Anorexia Nervosa 



Glor^catioh of thimiess and fanadcisiti 
Stigma against obesity 
Emphasis oh uniqueness 
Weakening of external restraints 
Sex>roie ambiguity for women 
Femininity = appeautince 



Middle': to upper^lass status 

Family hi^tOT^^qf dj^e^ion^^^ weight/eating disordei^ 

KamBy magnifies sociocultural emphases : 

ConfUcting and contradictory ii^onhaUbn about ide^^ and autonomy 
Distorted, dysfunctionai, and stri^ful family system 
Lack of encouragement for expression of emoti6«s 



Weight problems as child or adolescent 

I^i^lems fwth jdra |eparatfo«vfrom^ :^¥^!^/*m^^ 

Interpersond sensitivity and dei^ndence on others for approval 

Denial of iimer heeds and feelings 

PfiJ^^^o^^sm and 

Disturbances in body image and interoceptive awareness 



PREDISPOSITIONS 



Sociocultural 



Famiiiai 



Personal 



PREeiPITANTS 



Evenh and 



(lead to) Bases for the Decision 
fo Diet 



Adolescent conflicts (e.g.,^ 



Dissatisfaction with body, 



Loneliness^ boredom, ahger 
Sexual victimization 



autonomy versus Jie^ndehce) 
Separation, loss, rejection 
Interest in dance or sports 
Bk^^ming^ of heterosexuality 
Observation of peers who 
are dieting 
Failure 



^4f,- and life 
Threat of helplessness and 
failure 

Perfectionist need for 
control and success 

Familial and cultural 
emphasis on sHmness 
ahd external appearances 

Competition with^ others 



PERPETUATORS 



Distortion of htmger and satiation 
Percei^^isd dis^l^ces and 
dichotomous thinking 
Interpersonal conflict and isolatioh 



Self-induced vomiting 
Narrwmg of interests 
Gastrointestinal disturbances 
Ineffectivehess, guilt, anxiety 
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^ Impiimiwm. It is not Imown with 

certainty why some ^Is develop bulimia instead of 
anorexia nervosa. If this question arises^ it is^st to 
point out that bulimic girls tend to be more emotion- 
ally unstable, more attuned to their emotional dis- 
txess, mere e3ctroverted, and less likely to have the 
mterh^ controls and obsessive persbhaaity features 
that enable the andrejdc ta rejukte emotions and 
calonc mtake in a rigid fashion (1, 30). 

Yet this distinction or any other 
giould be balanced by an ackhowledgiheht that 
bulinua and anorexia jiervosa share a number of 
smM features (see Chapter 1) and risk factors. 
i^Qugh it IS not an intellectually satis^g state of 
apirs for teachers> students^ or writere of books 
about eating disordere, the feet remains that the 
rela^onship fetweeh ahorejcia nervosa and bulimia is 
ambiguous enougb to warrant discussion of both 
meaningful differences and very important similar- 
ities. 
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CHAPTER 10 

The Role of 
School Employee; 
in the 

Prevention of 
Eating Disorders 



± his book has two interrelated 
themes. First, eating disorders are multidimensional 
problems tMt emerge if om^ a complex tfansac- 
fen between^ humero^ infiuenees: gene^es^ neiffb- 
phjrsiology, perebnality, the family, peers, tfie 
ture^ and misinformation about nutrition and weight 
managettient Seco^^ school mployees play 

veiy impoi^t roles in ffie tr^smi^ibh of afltiff 
fi&e shaping of peer interacfions, and the develops 
ment of knowledge about the body and the self, they 
can have a s^ impact on the prevention of 

eating disorders^ 

Traditionally, the mental health pro- 
fession recognizes three types of prevention (5^ 19). 
Bifmfy premttim eliminates or reduces socicHaUtur- 
B fectbrs (suel^ as the_ sti attached to being 
overweight, or misconcepfions about the body's reg- 
ulation of weight) that increase the risk of eating 
disorders. Thus, primary prevention involves tiie 
monraaehfel task of preventing eatm^ 
changmg the behavior of those groups-^students; 
teachers^ as well as the entire school staff; parents; 
psychologists; dieticians; advertisers— that influence 
body image, sett-esteem^ eating habi^^ sfciHs, 
and so lortii. Secon^ry prevention is the early identic 
fication^ accurate refen^, and prompt treatment of 
individuMs in the initial phases of anorexia nervosa 
or bulimia. Its goal is to prevent acute problems 
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firom becoming severe and cfironic eating disorders. 
Finally, tertiary prevention corresponds to the full- 
scale treatment of severe eating disorders. Efiective 
treabnent will prevent the individual ffom having 
subsequent epi^es. 

..^ . . The guiding prinviple of this book is 
tttat all school employees can contribute significantly 
to pnmary and secondary prevention, and therefore 
treatment vnll not be discussed. Educated and con- 
cerned teachers will have the greatest impact on 
primary and secondary prevention in the classroom 
and_m the role of adviser. Any member of the school 
staff who has a special interest in preventing eating 
disorders may also wish to become involved in 
educatmg the community. 



The Teacher as Educator 
in the Classroom 

General Principles 

Since I do not presume to tell experi- 
enced teachers what exactly to do in the classroom, 
let me begin with a list of general principles for 
discussmg eating disorders with students. 

Self-Examination 

, R is very important that teachers 

thoroughly examine their motives for presenting 
mformation about eating disorders and their attitudes 
toward eating and weight. For example, be as honest 
as possible in making a list of all the reasons you are 
interested in anorexia nervosa and bulimia. This 
exercise will probably lead to a consideration of your 
own body image, self-concept, eating patterns, and 
exercise habits. Next, examine carefully your atti- 
tudes rbout sex roles and about underweight, ' 'nor- 
mal-weight," and overweight people (20). Does your 
languaie overtly or subtly discriminate against peo- 
ple who are overweight? For example, when you 
hear thj word "slob," does your mind automatically 
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append ^faf' ta it? De you believe that women ought 
to be more concerned with appearm^ 
concerned with achievement than men? If you are 
going to ask ydilf students to explore such i^ues^it 
is imperative timfc you do theisame. This will make 
you a more sensitive listener. It wiH jteb ensure that 
your lifestyle and your nonverbal communications do 
riot undo your statements about the importance of 
personal substance over external appearances. 

Sensitivity 

Ealmg, weight, arid self-coricept are 
emotionally charged topics for adolescents, particu- 
larly girls and overweight bos^s. Teachers dem^ 
oristrate serisitivity to these authentic concerns and 
feare by pointing out the difficulties involved in 
discussing the subject arid by aHomig_ students 
ample time to comment or not comment as they see 
fit. The sensitive teacher will also want to introduce 
tiie topic liri a ribriair eateriing way. The exercise 
shown in Figure 10-1 is excellent in &is respect,^ 
is consideratipn of individuals who accept their am- 
ple^ith, such as William ''the Refrigerator'' Perry, 
NeH Garter, and vQarfield the Gat. 

Setting Limits 

Given tiie liigh prevderice of eating 
disorders and unhealthy eating habits in adolescents 
(see Chapter 6}, it is v^ certam that there will 
be at least brie studerit the class with disordered 
eating. Teachers should m£ace_ it e^^ fliat their 
discussion of eating disorders is didactic, not therar 
peutlc. Befbfe the erid of the (first) day, students 
shb^d be given a list of ebtiiniuriily or flearby 
resources for the S-eatmeht of eating disorders. It is 
also an excellent idea for teachers to coordinate 
lessons bri anorexia fiefvo^ and bulimia with the 
opportunity for students ^^w^ are cbftcerned about 
liiems^lves or others to speak confideritiaHy witii a 
school counselor who is informed about eating disor- 
ders arid resources fbr treatment. 



The Teacher as Edim^ 

Far? Skinny? orJUsi R^M? 
Part I. My favorite food is 



My favorite focxi group is 



My favorite meal is 



Why do I look forward to that meal especially? 



Family food rituals (traditions): 



What messages have I heard from my parents 
about food and eating? 



Do I eat only when I'm hungry? 



If hot, what are some of tht; other reasons? 



Does anyone in my family have a weight problem? 



Part II. If you could change your figure, what would you 
change? 



^ a scale of one to ten, indicate, your degree of 
satisfaction about your body image. 
1 2 3 4 5 6 7 8 9 10 
What^ dp you think is the ideal weight for your 
height (the weight at which you feel most heaitfiy, 
energetic, happy, etc.)? 

Think of som^ ways that advertising gets us to 
think that thin is beautiful? 



Figure 10-1. A Nonthreatenirig Exercise 
for Introdudng the Topic of 



SwroRv Reprjitwi Jrdm J. M "Junior High an<L High School." In 

Aifmcm at^ mmia: A ffandbooh fir Counselors and Therapist, by P A 
Neuman and P.. A. Jlalvorsdn. Copyright © 1983 by Van Nosfaand Reinhold 
company. Repnhted with permission. 
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Part III. eoncept of BdDYMIND--a delicate balance: 

£ah you read your body's messages? — 

Can you tell the difference between ^ 

hurt and angry? 

tired and hunypry?; 

bored and hungry? 

restless and hungry? . 

Identify your ''comfort foods:" 



How do we get in trouble with food? 



Figure 16-1— Continued 



EatingJ)isQrders and the 
Basic Gurnculum 



There are_m^y 
rial about eating disorders kito tfie cxirriculum (see 
Table 8-1, p. 204). These approaches caii be divided 
into Mo general categories: (1) curricula on eating 
disbrdere, and (2) specif topics tiSat incorporate 
important aspects of eating disorders. 



Cumcuid on Gzfthg B^orden 

Andrea BuU-McDono^ an educa- 
tibn -Cbnsultaiit for An £are. Inc. 

(ABG), of Massachusetts, info^^^ that at the 
time M this writinif two curriculum guides are 
available for teachers who wish to develop a unit on 
eating disorders: 

Tmchii^ About EdHng pisc^dm, 
Gmd^ 7^12. This 23^page pamphlet is written and 
published by the Center for the Study of Anorexia 
and Bulimia^ 1 West 91st Street, New York, NY 
19024 (212-595-3449). in addition to facts about tiSe 
nature and treatment of eating disorders, tfie first 
half contains concise information about the emotional 
uses and meaning of food, a sociological perspective 
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bh women, and the relationship among hbdy weight, 
body size,^ and teauty. the seebnd half provides a 
list of general questions and acti^atiefe to facilitate the 
teaehmg of ^se topics. Ms. BuU-McDonough (in a 
personal conununicatjon) feels that this pamphlet is 
an excellent resource for teachers who think they 
might be interested in developing their own lesson 
plans ebverihg all or some of the topics listed. 

- ^ TfK Psychology bj MHng Disorders: A 

Lesson Plan for Gr^ 7'-12. This set of five lessons 
was written by tfie author and edited by seve^ 
e3g)erts from the National Aaiofexic Aid Society (6). 
Quoting from tiie introduction: 

[This] lesson plan attempts to explain anoreaa and bulim- 
ia wiflmj the context «f topics djaGussed in middle scJidol 
and high school healffi, sdence. and^^t^wa^s. These 
topes include cultural values; the traismission of iraduesj 
eating (refiKing to eat) as a social phehomehoh; fears and 
anxieties; positive and ne^tiye s^les of coping; the 
meaning of abhonhdity; the self-defeating nature of ab^ 
notroal behavior; the social psychology of helping; the 
ethics of helping; and the prevention of mental iHness. (p. 
2) 

L 1 In Other words, this lesson pl^^ 

tempts to minimize the sensationSism attached to 
eatmgjdisdrders wltile maximizing the probability 
that discussions of anorexia nervosa and buUiSia will 
touch on a number of topics relevant to the teacher's 
basic role in educating adolescents and supporting 
their development. Figure 10-2 shows a sample 
page. Information about the lesson plan isi available 
from the National AnorexLC Aid Society, 5796 Karl 
Road, Columbus, 0H 43229 (614-436-1112). 

Speaai Topics 

; As noted in Chapter 8, the multidi- 

mensibna models of anorexia nervosa and bulimia 
indicate that eating disorders are related to topics 
ranging from the biology of weight regulation to the 
influenee of ieeh magazines on fashion and eating 
habits (see Table 8-1). Thit^ means tiiat biology 
teachers can discuss set-point ffiebrv (see Chapter 9, 
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Day 1/Page 7 



//. ObfecHve: STEREOTYPING AND WEIGHT 

to weight, 

and look at sexual differences and biases: 

To encbiu^e students to look beyond body size and appear- 
ance to find value in others. 

Recommended Time: 5 minutes 

Aids: 

a. Ask for students' Itereo^i^s abRDUt <)v6m€lght male^^ ^d 
females. These csaibe listed on the board according to the 
ph3rsical = social = psychological scheme. 

NOTE: Be sure care is taken for the feeling of the class 
members who are consid^^^ their peei^. 

b. Point out ss3cual differences as they occur. For instance 
people tend to see weight as crucial for girls' attracHve- 
ness, less so for bdjrs'. 

c. Use Overhead 2: [STEREOTYPING AND WEIGHT] 

(^tf^^ions: In oS culture, is it better to be overweight or 
underweight? Why do people care so much about their 
weight? 



Sv^esied T^ms 

In keeping with the paradigm of Physic^-SKial-P^^ 
cal Values, here is a scheme for exploring how our stereo- 
types about overwei^t people affect our attitudes towards 
individuals: 

We leMJo teWeye 
Where our culture overweight people 
_____ _ values: are: 

health urihesilthy 
actiyiti' lazy 
coordination uncoordinated 



PHYSICAL 



Figure 10-2. Sample Page from Lesson Plan 



Sfmrce: Reprinted from M. P. Leyine. The Psychohg^z^ Eating IMsore^: A 
Lessm Ptsn fi» Graito 7^12. Edited by A: B: Enright, N. Kayne. and C. 
T(»tell.^j)yright © 1983 by the National Anorexic Aid Society. Reprinted 
with permission. 
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Where bur culture 
- - - v^u es; 
SOCIAL friendliness 
respect 

Where our culture 
values: 

having it 

PSYCHOLCXJICAL together 

pmpdsefiilhess 
rapid and 
effecldve 
being in control 

Sfer«>0^^ are fixed ideas about a group of people^ which are 
not necessary tiiie f^^^^ within the group. ^These 

ideas re^Sect our values, not what is actually true. Stereo- 
types am be positive (tfie "halo" effect) but are usually 
negative. 

Figure lQ-2-C(mtinuBd 



pp. 221-23): and its^ implications for hunger; history 
and art teaehers can examine changes in the concept 
of beauty and fashion tJirough the ie^ 
social studies and speedi teachers im^ encourage 
atlidente to study adveit^^ role in the glorifica- 
tion of thinness as a form of propaganda (14). The 
range of special topics that might be discussed is 
limited only by the creativity of teachers. 

Resvurces for Preparation 

Whether or riot ffie teacher uses a 
curriculi uh guide, jlt is a good idea to read at least 
one b<K?k_ that covers aaorexia nervosa or biilimia^ iri 
more dfciail or from a perspective different from ffiis 
one. Appendix II eoritairis a list_qf useful books and 
articles. Of ffiese Uiighly recommend the following 
as excellent supplements to the material in this book: 

Boskind-White^ M., and White, W. G.^ Jr. EuU- 
mamia: The BingelPurge Cycle. New York: W 
W. Norton, 1983. 
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We tend to believe 
bverweigfit 
people are:: 
qver-sodal, of 
_withdrawn 

We tend to believe 
dvera^eight 

disorganized 
aimless 
slow, 

ineffective^ 
out of control 
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Bruch, H. Tfe Golden Cage: The Enigma of 
Anorexia Nervosa. Cambridge: Harvard Universi- 
ty Press, 1978. 

eSsp, A. H. i4«^^^ Nmma: Let Me Be. 
<5rlando^ Fla.: Grune and Stratton, 1980. 

Kinoy, B. P., and others. When Will We Laugh 
Ag[ain? Livuig Dmlii^ unth Anorexia Nervom 
and Butmid. Hew York: eblmribia University 
Press, 1984. (See Table 10-2) 

Levenkron, S. The Best Little Girl in the World. 
Chicago: Contemporary Books, 1978. (See Table 
10-2) 



Resources for the Classroom 



Invited Speakers. In some commuhi- 
ties excellent speakers can be obtained at no cost by 
contacting the nearest mental Jiealth a^dciatiBn, 
conmiunily mental health center, hospital, eoHege 
counseling center or psychology dep^taient, an ^t- 
ing disordere.^ociatiQ or any school employee 
who has a special interest or experience in the area 
of eating disorders. The speaker may be a ^erapist^ 
a specialist (^ch as a dietician), or a recovjered 
patient. Even though the person may be an expert, 
do not hesitate to ask for an outline of the talk in 
order to be certain the speaker does not inadvertent- 
ly glorify the disorder or stigmatize overweight 
people. 

Films. Appendbc II contains a list of 
several films. I use Dieting— The Danger Point 
(CRM/McGraw-Hill Filtrs, 20 minutes) in my college 
psychology courses as an excellent introduction to 
eating disorders and the role of the media. It con- 
tains some footage of a severely anorexic woman 
clad only in a bikini. Teachers should be sure to 
preview this or any other film to determine its 
suitability for the audience as well as for their 
educational aims. 



The Teacher as Model 

All schcK)i employees can cdiitxibute 
to the preyention of eating iifeorderajb^y ebhdii^ 
themselves in a inkier tifet communicates self- 
aecept^ce and^ the irrelevance of body weight or 
shape for enjoyment of a wide variety of activities (1, 
12). The t^ching and advising teetibns be 
strengtheneicbnsidersSlj^ attitudes and behaviors 
aiatrepeateffly say: ''Regardless of my weight and 
shape, I like msrself. I do not need to drive ffiyself to 
be thinner or more accdmpltshed. It wbtdd hot 
matter if I gamed wei^t of lost weight; I would still 
be me, a worthwhile person." 



The Special Role of Coaches 

If a crudal cbmpone^^ prevention 
is the deemphasis of slend^eraess and the promotion 
of sett^staem >§a s^^^ then it is reason- 

able to believe that coaches and dance teachej^^ e^ 
help prevent eating disorders (4). Bby^ and girls 
shcaUd be alibis^ to d^ lb ^rficipate in 

aSil^cs, regardless of their body weight or shape. 
Being ''in shape" to participate should ndtJie eon- 
strued as a need to mortify the flesh. That is, 
sitidents should nbt be d^ in a manner 

tiiat encourages them to treat their IxKiies as ene- 
mies to be conquered^ and weight loss shmild not be 
advocated as a soJutibn tb the prbblem of impfbve- 
meffl. In this re^d^ w^ and the 

posting of body weights should 1» discontinued. 
Moreover, d^ce instjiictors and coa^ wbmeri's 
teams should nbt ^ve adv^^ ateut diets jmffi^ 
aseerta&ung ffie student's particularly 
if the reque^ for information closely fbUbws ^ 
experience with iailure or rejection^ SimffiSly^ we^^^ 
tliiig coaches need tb ebhsider the potential damage 
cr^ted^by tfie need to "make weight" and by the 
social transmission of extreme tactics for temporary 
weight loss. 
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Tlie^ suggestions are ba^d e 
ly on tiie ^goal of healthy^artieip^^ aflileties and 
dariee. Tfius^ some eoache^^ ighOTe ffim out of 
hand ^ being Hopele^ly out of step with ciurent 
conceptions of how to deverop a /^wim^ng^'4j^o^^ 
However^ I know of no evidence to indicate ffiat the 
leanest teams or dancers are ffie best. Moreover, 
eveiv if this were the case, I invite coaches and dance 
instructors to r^new the self-examination adv<)cated 
earUer in this chapter. What are the true priorities of 
a high sehcNol coach or dance teaclier? 



The Teacher as Adviser 

Detection and Referral of 
Eatiiig Disordere 

Obstac^ to Detection 

_ 1 Eating disorders are d^cult_tb de- 

teet^for fiv^ r^sbns^First, educatbre are veiy busy 
people whose primary function is certainly not tiie 
detection of psychopathology. Sec many school 
employees, Jtothfe^ anyr 
timg^ wrong witiS^jiiost^ and dieting 

practices that contribute to eating disorders. liUrd, 
in isolation ;iiany of the scF^aUed ''wanm 
anorexia jignrdsa or e^mple^ imusual 

eating tertnts br o^ to cnficism— are (a) 

not abnon? al according to the IMAD criteria (see 
Chapter 1) or (bj possibly indicative of serious 
problems; Foiith, a signifiemt n^^ bf_ adoles- 
cents wdffijrating disorders are intelligent^ compliant 
achievers who do not stand out among the problem 
students who .often inhabit crowded elassreSms. Fi- 
naBy, lor various^ r^ of enforced weight 

gain, interpersonal anxiety, guilt, the need to binge— 
most anorexics and bulimics are incredibly adept at 
hiding their eating disorders. It is hot unusual for 
husbSids to be miaware of chronic bulimia in tiieir 
wives of 20 years (2). 
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General Princtpies of 
Identification 



Despite tliese difficiilties, all mem- 
bers of the school staff are in an exceUeR * positidn to 
detect eating disordere. In their variejd roles, tiiey 
come to know mariy students gmte waU. 

Table 10—1 ^hows the warning signs 
oi anorexia nervosa and bulimia. Five rules are 
important in applying this information (12, 17): 



1. 3\e purpose of detection is the identification of 
a problem and referral to the appropriate ser- 
vices— not acctu^te labe The fraietibh of 
schddL employees^ is to weld intuition, knowl- 
edge, fed concern into support for those who 
need professional and spHecialked help, not to act 
as trained diagnosticians. 

2. Use more tl^ hearsay ^OT direct observations of 
behavicMT (such as waUong in on a student who is 
inducing vpffliting after luh<^) before_ma^ 
judgment about a student^ For example, speak 
confidentially to the student. 

3. Eating disorders are syndromes composed of a 
number of interrjelated pr^iblems^ some of which 
are found in btiier psye^ologic^^ disorders. In 
aeeOT;dahc^ with the IMiUD criteria and the 
warning signs listed in Table 10-1^ your ebnver- 
satioa with a student about whom _ you are 
womed should elici^ both general and specific 
information. The general category includes 
physical appemance, functioning at school and 
at home^ feelings about the self and others, and 
relationships vntii others. The specific categoiy 
encompasses ' ting habits, exercise patterns, 
preoccupation with weight and_dietihg, siid use 
of d3flgerous weight ebntrql methods such as 
self-induced vomiting, diet piUs, and laxatives. 

There is no script for obtaining this iitforma- 
tion because a teacher's detection of a possible 
eating djsbrdei^ shoiU imfold within a compas- 
sionate and forthright conversation, not a diag- 
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Table 10-1. The Warnmg Signs 
of Anorexia Nervosa and Bulimia 



SIGNS OF ANOREXIA NERVOSA OR BULIMIA 
Food Ota We^h t Cdhmi 

I^eboiilKitiqn with weight, food, calories, and dieting 
Claims j^f ^'i^aig f|it" whea weight is normal or low 
Stnlt and shame about eating 
Frequent wei^butng 
Eyidence of binge-eating 

H^u^ding^^ ^ ^ ^ 

Hse of laxatives, diuretics, purgatives, and emetics 
Use of diet pills 

Secretive vomiting: leaving for the bathroom immediately after 
a meal 

I^rsondTtfy and EmotimaJify 

Wopdine^ aiid l 

Inflexibility and resistance to changes in routine 

Edw self-esteem : i 

Perfectiohisih and dichotoihbus thinking ("rm thin" or "I'm 

Chronic disssUds^iction with grades and with self, regardless of 

level of performance 
Social withdrawal aiid intolerance of others 
Ovei^nsitivitjr to criticism 

Extreme concern about appearances, both physical and 
behavibrial 



SIGNS OF ANOREXIA NERVOSA 



Signiflcant weight loss in the absence of related illness 
Eartremely thin appearance 

Signs of starvaucm: a th^^ ^PP^irance 
of &ie, raised white h^ (lanugo) on the checks, neck,^ fore^ 
arms, and thighs; repeated gastrointestinal problems; 
yellowish appearance of the paliiis or soles of the feet 

Sign^cant-redu^^ cot^jed wth a denial of hunger 

Dieting vrith relish when not overweight 

Amenorrhea in wbmeri 

UhiisiuU eating habits: preference for fbods of a ceitaiii texture 
or color, compulsively arianging food, unusual mixtures of 
food 

Swfos. Bayer and Baker (1), Garfttikel and Garner (3), KAAS NewsUiter 
(July-September)» Neusnan and Halvorson (10), Pope and Hudson (13), Pratt 
(14), Rabel (15), Sansone (16): 
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Table W-l-CdhHnued 



Obsessive and prolonged exercising despite weakness, fatigue, 

Cdmplaihts of feeling bloated or nauseated after eating a small 
or normal amount 



SIGNS OF BULIMIA 



Evidence of tnng^i^iating: actual o1>servation, verbal reports, 

large amounts of food missing, ^tfalmg money or food 
Habit^ overeating in r^^nse to sb-ess 
Frequent weight fluctuatiohs of ID pounds or more 
Eating ^nc^^^pUn^ f^^ canned frdstings, or 

- niapie syrup without prepaurmg tbem ^ 
Evidehce of purging via vbmitii^, laxative/diuretic use, entttics 
(e.g.^ syrup of ipecac), frequent fasting, excessive exercising 
Swelling of the glands iinder the jaw Jcaused by frequent 
^vomiting), yielding a * 'chipmunk* 'appearance 
Frequent and unusual dental problems 



nostie^ ihtemew (see itenr 1 above). TSe f our 
important principles here are as follows: 

a. The warning signs listed in Table 10-1 
shpuid serve as guides to communication 
with i student suspected ^^^^ disordered eat- 
ihg . lliey are not intended to be a diagnos- 
tic checklist or an interview protocol (see 
item 1 above). 

b. This means that teachers^ as well as st^ 
and cdncerned^ stSidents^ should not leap tia 
ebnelusibhs dh the basis of one sign (for 
example, weight loss) or on the basis of the 
student^s proclafflation that he or she has an 
eating disorder. 

c. The more comprehensive the conyersatidn 
witii regard to the quality of Hie student's 
life and the role of food, weight, and eating 
within that life^ the more effective the de- 
tection arid referral process (see item 2 
above). 
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d. To avoid Qwrdiaghbs^is_^ eating disorders 
^d misdiagnosis of other significant prob- 
lems (for example, depression), the presence 
of an eating disorder must be verified by an 
expert cUhiciah; 

4; GbhstHt wltfi at least one other teacher^ the 
school counselor, and the sch<x)l psychology 
before reaching a decision about referral. 

5. Throughout tiie process of detection, referral, 
and recovery, keep the focus on feelirig healthy 
and functioning effectively, not on weight lost or 
gained. 

General Principles of Referral 

The effective treatment of eating dis- 
orders reqmres a professional taefapist with spe^ 
training and considerable skill; Thus, sueh tteatment 
is not tlie pfb\4nce of ie^ school counselors, or 
even school psychologists. What follows are some 
general principles for helping students with eating 
disorders, and their families Jo^fihd tiie right person 
or brgamzatibn Jn youu^ community or neighboring 
area. These suggestions are based on a precious few 
readings 10, 12, 14, 17, 18); my interpretation of 
convereatibns witt experts_ from the National Anor- 
efflc Aid Se^iety (see I); and my four years 

of experience educating ^uid advising (not couriselihg) 
teachers and sMdents from middle sch through 
coUege abost eadng disordere (6), suicide (7), and 
domestic violence. In other words, this section is 
written in part from experience as a teacher of 
psychology, not as a psyehblbgist: 

Be iftf0Wed ab(Hit ti^ r0erml^do^ 
inymr &hoolsysfem. As^ yom school administrators, 
school hiffses, a^ for spe- 

cific information about the steps involved in verify- 
ing the presence of an eating disbrder and arranging 
for proper services; 

Be inforimi about Ike servto^ in your 
r mmunity and surroundtng aims. This will increase 
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Students' perceptiQiL of ^th yom autfiontativehess 
and your degree of concern for them. Moreover^ 
presenting o^/tpns decreases everyone's helplessness 
by emphasizing hope md choice. Lists of services 
perteining to ^ting disorders may be obtained &om 
ah eating dfeorders association (see Appendix 1)^ a 
he^by hospital, a mental health association, and the 
reference expert at the public library. 



1 Be compassionate and forthright. Tell 

the student directly that you M-e eoheerhed about 
him or hen Present^ tiie specific reasons for your 
eoneerh, emphasizing health, apparent unhappiness, 
conflicts at schooli unexigctedly low academic per- 
formance, and ob5Hom of bihgeihg and 
purging. TelKhg ffie student that he or she is "too 
tiSn" or "too committed to dieting" is of little or no 
value, and, indeedi may be takei as a eomplimeht. 
Similarly^ use of the labSs "anorexia nervosa" and 
"bulinua'' is often counterproductive; once again^ the 
issue for teachers is not diagaosiSj but ioncerh for 
someone who meets the criteria of ihefficiehcy , 
ffiisery, aUenatibn, and disturbjihce (see Chapter 1). 
Gohyey your desire to get involved in the process Of 
helping by ejqjressing a willin^ess (not a need) to 
provide literature, to obtain ih&nhatibh about ser- 
vices^ to talk wth flie student further, or to accom- 
paihy Hie stui^ent to see the school counselor or 
psychologist. : -^b'c 10-2^ lists Severed publications 
that should IT - t thejieeds of most teenagers for 
straigh^rw^tj. jniormative, and readable material 
(see also Appei x >T). 

Tl? p<. -'^:Vvl-3 of empathy ah 
ty should also i v applied in eohyersations with 
students who as. conr jmor: 'rbout a ftiend whom 
Uiey^ suspect of i - v -in erting disorder. Their 
genuine cciicem is 'lU^r -lixeu .vith eohfusibi^abdut 
the: symptoraa ahii t .'e ; ^jmeiii^ of abnormality, and 
with feffl- r.f j-eperct;3s^on. from "turning someone 
in." In talking with tLcse responr.ibie students, keep 
in mind how an adult i't.tls when a loHeague seems 
to be drinking too much. 
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Table 10^2. Selected Publications 
bri Elating Disorders for Teenagers 

Mdut Anornia Nervosa (#1452) and About Bulimia (#1453) 

These ''script()grapliic'\ pamphlets are designed to convey a 
large lffi<^t of inforn^ Kl^a brief, simjile^^^^ 
waJd fasWon. They are in widespread use in mental^health 
associations, Uhraries, hospitals, and h^h: schools. Information 
alxmt individual or bulk purchases is available from the Chan* 
ning L. Bete Company, Inc., 200 State Road, South Deerfleld, 
MA 03173. 



Anorexia Jfervasa and Bulimia: Two Severe Eating D^orders by 
Beverly Jacofebh 

Although it is ala^ for the lay reader, this public 

affairs pamphlet (<^32^^ more detailed and tetter 

br^hized information than the scriptographtc pamphlets. Infor- 
mation about individual or bulk purchases is available from 
Public Affairs Pamphlets, 381 Park Avenue South, New York, 
NY 10016: 



Anorexia Nerwsa and Bulimia by j. Bradley Rubel 

This 11 -p^e pamphlet addresses the subject of eating disor- 
ders by posing a number of b*isic questions and ahswering them 
in^j^aightfor^d lan^ For eicainple,^^^^^ anorexia 
nervosa? What is bulimia? T Tiy should I know about anorexia 
nervosa and bulimia? How does anorexia nervosa Lfbflimia) 
begin? What are the symptoms of anore^da nervosa (bulimia)? 
&n anoi^a nerv^^ and bulimia treated s^^^ But 
aren't anbreScs aid biflimics happy?— After all, they are 
cbhtrblling their weight. This pampHet can be obtained from 
Anorexia Nervosa and Related Eating Disorders Inc., 
(ANRED), P.O. Box 5102, Eugene, OR 97405 (503-344-1144). 

The B^t iJitte Girl in the WoM by Steven Levenkron (Chica- 
goL Gontemporary Books, 1978 or Nev^ York: Warner Books, 
1981) 

Steven I^yerikfbn, ah inteitiatiphally known expert on the 
treatmert of eating disordeK^ 4s autor pf dric novel about a 
teenage ^Fs. descent into anorexia nervosa and her successful 
participation in a hbspital-based program bf weight restoration 
and nurturant-authoritative psychotherapy. 



iVofc?; It is imperative that teachc i read any pamphlet or b<X)k 
before recom*^. ' iding it to teenage'-s. 
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When Will We La^gh A^n? Lmr^ and DeaUf^ A norexia 
Nerwsa af^ Butimja b^^^^ P, Kihoy and others (New 

York: Coiambia University Pr^, 1984) 

This J35-p^e book is a sensitive md Wilful blend of up-to- 
date facts about eating disorders and numerous personal state- 
ment by anorexics, ^^b^ and then* families. Information 
about purchase is available from the American Anorexia/ 
Bulimia Associatioh, 133 Gedar Lane, Teaneck, NJ 97666. 



Unless the sitiiatei^^ 
concenii^^ends sfibi^ to make tihe 

choice themselves. Teachers can facilitate respDnsi- 
ble decision making by confira seriousness of 

the matter, aefcncwlei^ ability of adolescents 
to m^e mature cfc^^ bemg aware of options, and 
helping to fprmulate the ethical question: ^ * 
angry friend ... better (Jian a severely 
Qher ilQ, % 223}^lt is Bcely that bi 
student will be angry, but it is a!sc ven 
that the friendship will weather the stc ^^y 
case for tJie adtUt wlidae colle£gue^ i t 
drinker^ it js very difficpt for students to utv ie to 
intervene in a peer's life. Consequentiy, as an advis- 
er, the teacher should be patient and remain avail- 
able for ednsultatibn and support. 

-fife prepareifor the pSssi- 

bility that sti2dente^ffi_ eating_ disbrdere and their 
^ends^^U need time and further opportunities for 
discussion before accepting your concern and taldn^ 
your advice. Even if you are eer^^ that the anoreHC 
or btffimic student is wrong in protesting that '*ev- 
erything is r^y OK," it is very important to 
respect the adolescent's struggle for autonomy. Un- 
less the student is suicidal or completely but bf 
ebn&bl, accept his br her need to thir^ it over. Make 
sure, however, to leave the student with tihie impres- 
sion that ^a) you feej strongly that something is the 
matter, (b) ySu are more than _^hh speak 
ferffier witii him br her about the matter, and (c) you 
care enough to check back soon with the student on 
how things are goifij4. 




259 



EKLC 



THE ROLB OP SCHOOL BBIFLOYBBS 



f^m wMito^ man emergency. Ask 
school administrators, school niirses, and coimseling 
I>efSonnel to help you prepare in for the 

possibility lhat a_ student ybti reaeh_ but to wiH be 
suicidal, light-headed 5om starvation, ^r bingeing 
and purgmg out of control. As a gener^ if the 
student has a sj^dfic plan for self-destruetibn wiffi a 
lethal and ava^ this commimica- 

tion of despair as a medical emergency analogous to 
a severe blow on the head: do not leave the person 
alone and send someone for help. 

Know your Hmits. Do not become 
dverinvolved m fitying to help a student ah 
eating^ disorder. Ove^^ by school staff is 

an honest reaction to concern and confusion, but it is 
no substitute for professional ''get- 
ting in over yotir head'^ usually cbnver^ ah_ ihiti^ 
^fimghess^ to '^do anytluhg^' for that student into 
arger, despair, or dissociation, all of which only hurt 
the student in the long- run. Do iSe 
available /'any time" for consultation pfless you 
reaUy mean it^ uhles^^ you are hohestiy prepared for 
contacts late at night or on weekends. If the student 
requires your continual support in a way that begins 
to encTbaeh on your Hfe^ however, tiie prbblerr^is too 
big &r ybu tq handle. Your imtation in this regard is 
a signd that it is time to seek assistance from 
administratof s and cotmselors. Do ubt f all intb the 
trap bf promising the student you j^H keep the 
proWem a aeCT^ a promise that your 

responsibility to a young life prevents you from 
keeping. 

Advising the School l^siem 

The FaU In-S^^ Meeting. Eating 
disorders and unhe^thy weight management prac- 
tices are significant he^th prbblem many teen- 
agers^ Thur, it would be reasbnable for a teacher or, 
better yet^ a group of teachere counselors, and 
nurses to request that the back-to-school in-service 
meeting address these issues. If the school system is 
prepared to make a major commitment to educating 
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Staff, an entire mornings cdulcl M devoted to a 
program provided by an eating^ disorders association. 
If Jhere is tinie for only a ^fiort presentation, a local 
ejjjert could be invited to speak m the most reievant 
topic for the : group— for- example, ' *Deffiiitions , De^ 
teetion, Md Referr^^'^V For mbre iitfonnatioh about 
the best way to educate the staH of a school system, 
contact one or more of the eating disorders associa- 
tions listed in Appendix L 

S^Kol O^^&rs and School Nurses. 
It is very important for teachere interested in the 
prevention lOf eating disordere to coordinate their 
efforts wth those of school ebuhselbrc, school 
nittses, and psycTiolo^sts. Before discussing the 
matter with them^ encourage these professionals to 
read a chapter called "Junior High and High School" 
(14) in NeumSi =^d JldvoKon^s Afwmcid Nerm^ 
and Btitmidt A Wind^M far Qmmeiors and Thera- 
pist (10). Written by Janet M. Pratt, a comselor for 
junior and senior high school students in Fargo, 
South Dakota, this chapter will provide school coun- 
selors and school nurses with a number of practi^ 
suggestions for detection and referral, working with 
teachers, educating and advising parents, and pro- 
moting adolescent develbpirieht. 

The School Librarian/Media Center 
Director. The prevention of eating disorders requires 
the availability of appropriate literature for students, 
teachers, counselors, nurses, and parents. Teachers 
are strongly encouraged to work closely with the 
school librarian/media center director, the school 
nurse, and an eating disorders association to select, 
organize, and update the books and articles on eating 
disorders and related topics (for example, fashion 
and health) that are most appropriate for different 
developmental levels (11, 14; and see Appendix II). 
Once the materials for students are in place, the 
librarian/media center director should find a way to 
keep confidential the names of those who check 
out. (14). 



The School Newspaper. Many stu- 
dents, teachers, and parents read the school newspa- 
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per. Teachers could iadil^ ad\nser 

ahM the s^fadent editors to series of articles 

concerning eafing disorders aiid their relationship to 
fashion^ diet^ self-esteem, relationships, and so forth. 



rae TeacBer 

m GoffimuBlty 

Any school employee who is very 
coinmitted to the preyeiitiM of eating disorder 
wish to fecome mvblved iir the public 

about anorexia nervosa, bulimia, and the role of the 
school system in prevention. There aa:e many ways in 
which educated lay people can contribute to pubKc 
education (8). Two bfthe forembst are public speak- 
ing and use of the media. 

Pubiic Speaking 

-- - -Teaehers^^e in ah exce position 
to combine_ their communication skills, knowledge of 
eating disorders, and position of respect iii the 
cpmmimity into clear and effective presentations to 
civic ^bups, child_ cohservatioh leagues, mental 
health associations, adult education classes^ fraternal 
groups, and adult sororities. One need riot bi an 
expert clinician to prb\ade^ people wiffi good basic 
iitfonnation^^ of eating disorders^ 

warning signs, resources for treatment, socicMniltu^ 
factors, and the role of public education. In fact, 
most of these groups are constantly searching for 
local speakers with topics of current interest. 

The Media 

Ner.'spdpi^-rs. Pprtieul^ly in sm^er 
towns, where the .ium^er of st-if^ for the writing of 
feamre ^tor :;i is low ?iid tLe interest in local 
accompli hments is hi jczh J j;e newspaper riiay be 
delighted to publish an c^r^icle by a teacher oh eatmg 
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disorders. Teaehers of speech^ fiesQtli, home econom- 
ic^, or Engiisli could work with students in tlie class 
to write such an article and then submit it to the 
paper Under jdirit authorship. 

Distribution of Literature. Teachers 
who do not have the mclinatibn or time to write 
about ^tihg disorders may choose to obtain pam- 
phlets about anorexia nervosa and bulimia from an 
eating disorders associatibii. These can be distribut- 
ed to any ium^f of_brgahfeati^ cbhseht to 
display them— for example, public libraries, churches 
and temples, doctors' and dentists^ offices (^^^ 
dentel problems can result from bulimia), and super- 
market b^tii^b^ards. If the associatibh has only a 
limited nurnber of free pamphlets, the committed 
school employees should consult the local or natibnal 
mental health assbciatibn, or a nearby hbs^ital, abbut 
the pb^ibility of seoir^ funds for the purchase of 
sufficient numbers. 

Most radio stations have at 
least one community affairs program. There is no 
reason why a teacher would not be welco^^ on this 
type of show tb discuss adolescent developnieht, 
eating disorders, and the school system. 

Cdncitisipiis 
and Implications 

Primary Prevention 

:^ The primary pre vehtibh 

bf eating disorders requires the elimination of factors 
tliat place adolescents at risk for deveroping anorexia 
nervosa aaid biilimia. As discussed in Chapiers 7 
through 9, these factors include the worship of 
thinness,^ ignorance about normal weight regulation 
and nutrition, low self-esteem, sexism^ negative cop- 
ing skills, and fanaticism^ to Mrne but a few. Such 
problems reflect sbciociflteral inf^^^ some 
extent, and school is a very important part of social 
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experience dmTOg ffie adr^lesceht years. Thus, teacli- 
ere, wbrlMg wffiin a supportive school system, are 
in an excellent position to help psychbldgists and 
psychiatrists combat ignorance^ promote h^tiiy\ de- 
yeldpment^ mid_otiierwise transform '^sociocultural 
influences' ' from a risk factor into a preventive 
force. The focus of educational efforts could any 
or all of the fDUdwin^ st^ faetflty^ counselore, 
nurses, librariahs/media center directors, and any 
qtUer members of the school staff, parents, or the 
gener^ public. 

Impiicaiwns. Teachers who are con- 
CK med about the prevalence of eating dfeorder^^d 
dysfiiiictidnal eating habits should incorporate mate- 
rial on thej^p topics into their lesson plans. These 
le'yijiom v be most effective if thejrsre cddrdin?it(:d 
7 ih the >^ducatid^ of school personnel an<[ other 
dedicated to ffie dev^lufhient healthy 
;-tudent&. Although there i? no scientific eyidence 
^ iiiMe on the snbject. that 
cari4g» weMftformed, and ser>:5itive teachere can 
make a difference. One need mi he an expert to 
start, people thinking ^n^ talking about something 
important. 



Secondary Prevention 

Qmctusions. Secondary preven^^ re- 
quires an awareness by_ school emp^^ and stu- 
dents of the warning signs of an eating disorder, the 
resources for professional therapy, and the bas^^ 
skills involved in Jielping ^drexies and bulimics 
recme effective treatment. With eating disorders in 
partioilar, an illness of short duration is a very 
strong predictor of success in treatment. Given ffie 
amount of time adolescents spend away from home, 
and .given tiie distinct possibility of pronounced 
conflict within the families of anorexics and bulimics ^ 
pee^ and teachers are often in a better: position than 
the family to observe, acknowledge, and act upon the 
early signs of anorexia nervosa or bulimia. 
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JmplMpims. Teachers who ire con- 
cerned ahont ffie destractiveness of eating disorders 
shbidd edurate themselves and their students about 
identification and refenal. Understanding and sup- 
port, the ethics of helping sbmebhe who may initially 
be resistant, and the distinction between effective 
helping and irresponsible overinvolvement. 



Gafeful Planning 



Gc^c/«swi«s. Topics such as body im 
age^ dieting^ sex-rol' tereotypes, self-esteem, ai. ' 
psychotherapy are st^ .dve ones for most teenagers 
(and teachers). Consequently, teaehere should plan 
both _ their lessons on eating disorders and their 
advising function very carefully, using these 
guidelines: 

1. Examine honestly your att'tudes about these 
topics. 

2. Educate yourself about eating disorders, rele- 
vant UteratUre for: teehagere. resources for facili- 
tating classroom discussion, and community ser- 
vices for the treatment of anorexia nervosa and 
bulimia. Contacting an eating disorders associa- 
tion is a very good way to begin this process. 

3. Gbdrdinate your efforts with those c : the school 
counselor, the school psychologist, £he school 
nurse, the school librariah/inedia center director, 
and other stag. Most people— anorexics, buli- 
mies, j»sychologists, teachers— feel better and 
work more productively when they are part of a 
meaningful network. 

4. Wiark to develop ah atmosphere of respect for 
self and others in the classroom. Demonstrate by 
your own actions what it means to be cbmpas- 
sionate, forthright, and patient in discussing a 
sensitive subject. 

5. Know your limits: you are a teacher of other 
school employee and an adviser, not a therapist 
or diagnostician. 
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Implications. This book should not be 
^eri as the oiUy reso^ for the effective 

disotssion of eatiiig disOTdere studehfe in the 
cls^room and witii those seeldng ad\ice about ah- 
of exia nervosa and: bu^ Rather, it should be but 
i3he aspect of a eeflyboration among ^tt^^ the 
Ubranah/media center director, tiie ebuhsehng st^, 
the school nurse, and an eating disorders association. 
Prey entidii in this arM is far too new for any one 
book or person to dehrnit it y^^^^ virtue of 

their skOls and tiieir inwnersion in the Tives xtf 
adolescents, school staff are in a position to shape 
the prevention of eating disorders in creative, excit- 
ing, and productive ways. 
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APPENDIX I 

Eating Disorder 
Organizations 



ing out more about ^atmgdj^^^ for purposes of 
elassr£)dm inshnction, student advising and counsel- 
ing, steg development^ or public education shotfld 
contact the nataonal eating disordere associ^^^ 
plus a regional orgahizaHoh or a hospital-based clin- 
ic. For ejcample, the list of readmgs in Appendix JL is 
based in large part on rtignunendatiohs published by 
the four national eating disorders associatibhs, as are 
some of the specific suggestions for teacherTS that 
comprise Ghaptcr ID. 



National Organizatioas 

Names and Gentaet Information 

AraeriGan Anorexia/Bulimia Association, Inc 

(AA/BA) 

(founded 1978) 

133 Cedar Lane 

Teaneck, NJ 07666 

201-836-180G 



Anorexia Nervosa and Related Eating Disorders, Inc. 

(AIJRED) 

(foimded 1979) 

P.e. Box 5102 

Eugene, OR 97405 

503-34'4-1144 



Natibhal Anorexic Aid Society, Inc. (NAAS) 

(founded 1977) 

5796 Karl Road 

Columbus, QH 43229 

614-436-1112 
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NaSoiial J^^ociation of Anorexia Nervosa and Asso- 
ciated Disorders (ANAD) 
ifoimded 1976) 
Bbx_271 

Highland Park, IL 60035 
312-831-3438 



General Description of Serviees 

According to Miy B^r_ Enright^ 
Executive Director the National AnoreMC Aid 
Society (see ihs^^ above) and the Center for the 
Treatrnent of Eating Disorders in Columbus, Ohio: 

These foiir national organizations are very similar in 
origin^ mission^ [and] the nature of t^^ 
provide^. . AU ftmr^r^uilKitions were founded by wom- 
en; Two of the founders are parents bf dat^ghtere who 
suffered from ah eatihg disorder, and the other two had 
themselves recpyef ed from an ^leating disorder^ z The^ 
organizations were created to provide mformadon and 
support to faiTiBy members and to persons with anorexia 
nerved and bulimia. Each brgahization provides a nation- 
al telephone hotline; printed informatioa on eating disor- 
ders; periodic newsletters; referrai resources for profes- 
sional treatment and self-help/suppDrt groups; workshops^ 
seminars^ and conference for the lay ^ m 
Gommunib^s- and consultation to parents, profe^ionals, 
and the media. (Enright, BuSerfield, and Berkr*vitz, p. 
498) 



I strongly encourage people seeking 
more irifdnn^^tion to contact a// the national associa- 
tibhs^ The st ^ees of each one are slightly different, 
and togetfier their newsletters and piiblicatjohs p^^^ 
vide an extraordinarily rich source of new reference 
wdrks^ personal statements by anorexics, bulimics^ 
and ffieir femihes, rese^eh^^^^ on advising 

and counseling, and f6rthcomii:g workshops. More- 
over^ I have found that aU the organizations are 
friendly, responsive, and extremely interested in pre- 
vthtivt &fua2tidh. 



Eating Dk^otders CliMcs 



Teaehers, cbivi clors, and parents 
can also obtein useful infoiTiation from regional 
eating disorders organisations tiiat are ztio less dedi- 
cated tlan die rmtidMl assi^ Examples in- 
clude the Pittsbiogh Educational Network for Eating 
Disorders, inc., and tSe Center for the Study of 
AnoreMa and Bulimia in New York. The ebinpbsi- 
tion, mission, and location of tiiese regibhal ^dups 
are subject to change^ so it is a ga)d idea to contact 
both Hie national iratmg disorders associations and 
nearby hospitals, mental health lassociatibns, or men- 
tal health c^ntei^ to dbtsun atfonnatibn cohc^ 
the most effective regional organization in your area. 

: - Eatii^ disbrdei^ cUhics are, of 
course, designed primarily to provide specialized 
treateheht services for anorexics, bulimics, aiiii their 
families. As a rule^hqwever, they ate also ebmmitted 
to primary and secbndaiy prevention (see Chapter 
10). Gbnsequehtly, teachere should not hesitate to 
ebhfect such clinics about educational materials, 
guest speakers, and tips on advising ^d ebuhselihg 
(Neuman _ ajad Halvorsbh). The addresses of the 
nearest elihies can be obtained fi^om the national and 
state organizations. 
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Suggested 
Readings 
and Films 



_^ ^ eating 
disorders is rapidly expanding, there are many excel- 
lent books available that have stcR3d the test of fast- 
paeed develdpmejats in ^e understanding of anorexia 
nervosa^d buhihi^ f oHbw are hot 
comprehensive, because my intent is pnmanly to 
hdp readers be^an the process of tracking down 
literatifi-e that will be most useful to them. ^ 
othen^se dehoted^r it_ should be assumed that the 
books or pamphlets listed are intended for teachers 
and parents^ not students- 

Here are some ^g^ 
effective use of the suggested readings: 

L With one exception, do not recommend a book to 
a parent or student without having read it. The 
except! on is TM &tdm Gage by Hilda JBtuch 
(Gambndge: Harvard University Press, 1978). 

2. For specific suggestions abuat literature appro- 
priate for teenagers and youn consult an 
eating disorders assbeiatibh and the_ foHb^ng 
arficle: Oldis, K. 0. "Anorexia Nervosa: The 
More It Grows, the More It Starves** iYoung 
Adult iLiterature). English Journal (January 
1986): 84-87. 

3. Work with your school and/or public libranmi to 
identify new books and to obtain reviews of both 
hewer and older literatiire. Note that the ne 
letter^ pubjished by ffie Natiqnsa Anorexic Aid 
Society and the American Anorexia/Bulimia As- 
sociation (see Appendix I) contain lists of new 
books and book reviews. 
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4. If you are interested in an advanced book, begin 
mth Anorexia Nerwsa: A Mutiidimemwnal Per- 
sp&Oive, by R E. Garfiiikel and D. M. Garner 
(New York: Bnmner/Mazel 1982). 



General Isf ermation 



Introduetery 

Abraham, S. F., and EleweHyn-Jon^ h\ Bating Osordm: the 
Fflcfc. New Ydrk-p^ Oxford Uhivereity Press, 1984. 

BMland-WWte, R, and ^W^ Jr. Bulmahacia: The 

Btnge/PUf^ Cyck: New Y^^ W. W. Norton, 1983. 

Bruch, H. The Gotdeh Cai^ Thed£ntgma of Amr^m Mn^ 
&mbridge: Harvard University Press, 1978; (Appropriate for 
teenagers) 

Cauwete, i. M. Buiimm: Tfse Binge-Purge Cmputsion, New 
York: Doubleday, 1983. 

Chenin, K. Tfe p&sessiw.- R^flif^ms mi JSte Tyranny of Siender- 
ne$$: New York: Harper and Row, 1982. 

ClaypooU J:,and Nelsen, C. D. Food Trips aM Trap^: (:o]ting 
mth EaHff^ Disorders. New Yori: Franklin Watts, 1983. (Ap- 
PJ^flri^te for teenagers) 

eSsp, A.^^ Anorexia Nervosa: Lei Me Be. Orlando, Fla.: Grune 
and Stratton, 1980. 

P^y> P., and Gomez, j: i>besity and Anprexia^ A 
Qmtion of Shape. Boston: Faber^ and Faber, 1980: 

I^t>y^. P.r Md others. When Witt We Im^ Again? Living 
and Beating with Anomm Nervosa and Bulimia. New York- 
Columbia Uhiversi^ Press, 1984. 

Uiidau, Wt^ Are fh^ Siamng Th^nseives? New York: 
Meaner, 1983. (Appropriate for teenagers) 

tevenkrofn, S. Ti^n^ qnd Overaming Anorexia Nervosa. New 
York: Charles Scribner's Sons, 1982. 

MeJ^aie, J. The ABE o/mtin^ Q^nng with Anor^ia, Bulimid 
am gon^tsive EdUng. London: Sheldon Press, 1983. 

Necunan, P. A., and Halvbrsbh, P. A. Amr^ta Nmxm and 
BuUmut: A Handbook for Counselors and Therapists. New York: 
Van Nostrahd Reinhold. 1983: 

Palmer^ R. E^^ Anorexia Nervosa: A Gmde for Sufferers and 
Their Famiiies. New York: Penguin, 1980. 

Pope, H: 6:, jr., and Hudson, J. I. Neiv for Binge Eaters: 
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Advances in the Undersidndit^ and Tredfmeni of Bulimia, New 
York: Han>er and jto 

Squire, S. TAe Sl^ider fefajwe. New York: RSam, 1983: 

Vincent, M. Qmj^tihg Sylph: Dancers and the 

Hirsuii of Ideal Body Form. New York: Aiidrews and McMeel, 
1980. 



Advanced 

Anderson, A. E. Practicat Comprehensive TrMtment of Anor&cm 
f^^vosa ami Buiimia. Baltimore: Johns Hopkins Univereity 
Press, 1985. 

Bruch, H. Edfiff^ Disorders: Obesity^ Anorexia Nervosa, and the 
Ferm Within. New York- Basic Books, 1973, 

Enpiett,^. W.,^^ Anor^ia Hmfosa 

and Bulimi^-Biom^ical,^cic€u]turai^and J^chologtcai Pmpec- 
fives. New York: Brtihher/Mazel, 1985. 

Fairbunii C. G. Binge-EdHng and Bulimia Nervosa. London: 
Smith, Kline and French, 1982. 

6arfinkel,_P. E.,-md Gamer, Et- M. AnorexuL Nervosa: A 
Muliidimehsiom York: Bruhher/Mazel, 1982. 

Orbach, S. Hurler Sinke: The Anorectic's Sfru^U as d Meia- 
phot for Our Age. New York: W. W. Norton, 1986. 

Eal^zqIi,_M. S^SeifStarvaHinr r om^ i^ to Family 

Therapy L^n the Trmimeni of Anorexia Nerwsd. by 
Arnold Pbiherahs. New York: Jasbh Aronsdn, 1978. 

^Mdereyckeiig Wv, Bnd W^^^^ A 

Clinician's Guide to Treatment. New York: Walter de Gmyter, 
1984. 



Fictidii and AutoM^ 
Appropnate for Teenagers 
ani Yeung Adults 

~ Katherine Oldis^ M.Ed.^ teaches at 
Foxeroft Aeadeiny ift Ddver-Foxerdft, Maine . She 
has ah anorexic teughter. The fdUbwh books are 
the better ones that she has read and reviewed to 
meet the needs of students who ask her for fiction 
and autdbibgraphtes about eating disorders (see Ref- 
erences [Gldis, 1986] for the reviews): 
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Suggested Readings and FUms 



Fiction 

Aydt, D. Katie, Neyf York: Scholastic, 1989. 

Dean; K: S: Maggie Adam, Dancer. New York: Avon, 1980. 

Hautzig, D. Ssomd Star to the Right. New York: Avon, 1981. 

Josephs, R. Early Disorders: New York: Farrar, 1980. (More 
mature teens) 

Eeveirfcron, S. The &<^st Little Girl r the World, New York- 
Warner, 1978. (See^iso the sequel: }. ssa. New York: Popular 
Library/Warner, 1986.) 

Ruckman, I. The Hunger Scream. New York: V^alker, 1983. 

Snyder; A. Goodbye, Paper Doll New York: Signet, 1989. (Morp 
mature teens) 

Autobiography 

19%* Softto*;^ A Narrative, New York: Harper and Row, 

MacLeod, S. The Art of Starvation: A Story of Anorexia and 
Surmval. New York: Schocken, 1982. 

O'Neal; e. B. Starving for Amntion, New York: Dell, 1982. 



P^jpiHlels on Eating 
Disorders 

About Anorexia Nervosa (#1452) AND About Bulimia (#1453) 

Scnpto^phic pamp^ :.vai)ahle from 

Ghanning L. %te C>3mpany, Inc. 

200 State Road 

South Deerfield, MA 03173 

Anomia Nerwsa and Bulimia by J. Bradley Rubel 
Available i-om _ 

Anorexia Nervosa and Related Eating Disorders, Inc. (ANRED) 
P. 0 Box 5102 yrLi^^uj 

Eugene; OR 97405 (503-344-1144) 



Amrexid Nervosa and Bulimia: Two Severe Eating Disorders by 
Beverly Jac^bsdii 

Public Affairs Pamphlet #632 available from 
Public Affairs Pamphlets 
381 Park Avenue South 
New York, NY 10016 
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Not ftGi n CHnny Kid: The.Aior^ or Bulimic Teenager by 
Alan E. Bayer and Daniel H. Baker 
Available frbir i : _ ^: l:: 

Communication;- ard Public Service Division 
Eatfiei^F&tagan $_ Boys' Home 
Boys Town, NE 6b010 



^ _^ - The November i985-February 1986 issue of 

the newsletter of the American Anorexia/Bulimia Association, 
Inc. (see Appendix I), hot^s that the foUowirig pampWets are 
available from Hazelden Educational Materials, Pleairant Valley 
Road. Box 176, Center City, MN 55012 (8®-328-9ee0 or 
612-257-4G10 in Minnesota, Alaska, or outside the United 
States): 

Learn Abwt Eaim^^ 

Bfdimw^ The Bin^'Eaiing and Purging Syndrome 
Recovcrir^ (The Story of ah Ovo^eater) 
Ketapse for Eating Disorder Sufferers; 
Kilting Oursett^ mth Kindness 
Accepting Powertessness 



Films 

BuJimia: The Binge-Purge Obsession (color, 20 minutes) 

Rental £1*0 ptifchase mformatipn available from 

C^le Mediod Q|^rn^ 

510 West Main Street _ i _ i 

Urbana, IL 61801 (217-384-4838) 



biiHng^^ie Danger P^'n/_(color, 20 minutes> 

Rental and purchase information available from 

CRM/McGraw-Hill FUms 

100 Fiftee.:th Sfreet 

Del Mar, CA 92014 (619-453-5000) 

The Huf^i^ Artist: A Portrait of Anmexia Nervosa (30 minutes) 
Rental and purchase information available frorn 
Fat Chance Films 

390 Elizabeth Street _ ^ _ _ 

San Francisco, CA 94114 (415-821^217) 

Kilting Us a/rtj' (color, 3b minutes) 

FBm about the impact of the portrayal of women in advertising 
oh women's body image. Rental and purchase information 

a^tUablfzfroTOz:^ =1 1 LIZ 

Cambridge Documentary films 
P.O. Box 385 

Cambridge, MA 02139 (617-354-3677) 



^i&esled steadings and FtJms 



The Waist Land: Eating ©r^nfers (23 minutes) 
Rental arid purchase information avfflable from 
Coronet^^ITi Him Distributors of 

tearmng SorporriHon of American 
108 Wilmot R 
Deerfield, IL t 



IMPORTANT NOTE^A^^;^ show a f^^ without previewing it 
first to determine both its suitability for your audience ard its 
coririectidri with your less6n(s). 



Bennett, W; Xk^^ C^. Ln. J. Ths Dieter's Dilemma: Eating 

and Weighing Moix, Kew York: Basic Bco^^^ 1982, 
GiUigari, C. In a Differehi Voice: f^chotogicai Tft^ 
Wvmen's Development, Cambridge- Fr.rT.-ard University Press 
1982. J f 

Kane. S. Maying I^we with Food: A S^by-Si^ Guide to 
Fmdm from Diet Weight Conflict. AHston, Mass.: Amity 
Publishing, 1985. 

Keys, A , and others The Biotqgy of Human Sic^^nxJion, 2 vols. 
Minneapolis: Uhiversi^ of Jlinncsota Press, 1950. 

MiUman^ M. Such a Pre^ Face: Being Tit in America, New 
York: W. W. Norton, 1980. 

Drbach, S. Fat Is a Feminist Issue IL New York: Berkeley 
Books, 1982. „ 

Pplivy, J., and Herman, E. P. Brmking the Diet Habit, New 
York: Basic Books, 1983. 

^Qwers, P. S. Gbmtv: llie Kegutation of Wei^t, Baltimore: 
r/iUiams and Wilkin ^980. 



Adoles^t Suicide: A Prevehtioh Af^oach. Teacher's eurricu- 

lum and Guide, 1984. Available from 

Help Hotline, Inc. 

F-O. Box 46 _ ^ 

Youngstown, OH 44501 (216-747-5111) 



Books on Related ^^nbjects 




►tit Emotional 




Cumcuium Guides 
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IPPBNDDCn 

iifeiVfe for Vu^im^F^ Re^ Young 

People, Ages 13-18. Written by Barrie Levy, 1984. Available 

from _-_ _ 1 j_ 

Southern California Coalition on Battere-^ Women 

P.O. Box 5036 _ 1 

Santa Monica, CA 90405 (213-392-9874^ 
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Anorexia Nervosa and Related Eating Disord<;rs, Inc. 
(ANRED) 

National Anorexic .Aid Socie^ (NAAS) 
National As^iation of Anorex^ Nervcsa and Asso- 
ciated IHsorders (ANAD) 
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